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ABSTRACT

Late-life depression is often masked by the common
belief that physical decline is a natural part of growing

older. Medical practitioners have difficulty diagnosing
depression among elders because of cultural and
generational differences as well as somatic symptoms that

closely resemble physical or chronic illness commonly
experienced in late-adulthood. The purpose of this study
was to understand medical social workers' and licensed

registered nurses' decision-making process for

recognizing late-life depression. For this study, the

post positivist paradigm was used, where data was
collected from key players at the study site to develop a

concrete research focus. Results from this study

identified five barriers to recognizing depression:
cultural differences, generational taboos, somatic
symptoms, stigmatization, and negative side effects of
medication. As the elderly population continues to grow,
there is an increased demographic change in relation to

multicultural needs and care giving. Results from this
study suggest that further research needs to address
adopting family support, religion, and case management as

effective interventions for elderly suffering from

depression. As a result of this study's findings, the

researcher developed a culturally competent instrument
for recognizing late-life depression.
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CHAPTER ONE
ASSESSMENT

Introduction

Chapter one defines the research focus of the study,
which consists of the decision-making process medical

social workers and registered nurses use for recognizing
late-life depression. This research project was carried
out using the post positivist paradigm. This chapter

discusses the post positivist paradigm and the rationale
for choosing it. A literature review is given containing

information regarding difficulties health care
professionals experience when recognizing somatic
symptoms in elderly patients suffering from depression

because of disguised somatic symptoms, stigmatization,

under-training, and cultural barriers. Last, this chapter
provides two theoretical orientations and emphasizes the

study's potential contributions to future micro and macro

social work practice.

Research Focus

The research focus addresses the high prevalence of
health care professionals' under-diagnosing depression

among elderly patients. Late-life depression is difficult

1

for physicians to diagnose because somatic symptoms are

closely related to physical or chronic illnesses commonly

experienced in late adulthood (Hardy, 2011). Physical
symptoms of depression are often masked by the common

belief that physical decline is a natural part of growing

older. The purpose of this study was to develop an
assessment tool based on medical social workers and

registered nurses decision-making process for recognizing
late-life.

Paradigm and Rationale for Chosen Paradigm

This study was carried out using the post positivist
paradigm. This paradigm was chosen specifically because
it emphasizes gaining insight and information from key

players at the study site to help the researcher develop
a concrete research focus. The post positivist paradigm

uses qualitative methods and interviewing to gather data
from participants in a naturalistic setting. Findings
from this study have contributed to the development of
the decision-making process medical social workers and

registered nurses use for recognizing late-life

depression.

2

This particular paradigm is essential for this study
because quantitative data alone cannot accurately explain
the process of how a particular agency is recognizing

depression among elder patients. This research project
was carried out using a formative evaluation, which

focused on the decision-making process for recognizing
depression as well as the quality of services Redlands

Community Hospital provides to elder patients suffering
from depression.

Literature Review
Introduc t i on
Increasing concern and research has been conducted

regarding primary physicians under-diagnosing depression
among elderly patients within the past decade.
Blumenfield and Lowe (1987) suggest that there has been a
large shift in the medical field causing physicians to

make rapid medical decisions for patients. Physicians are
faced with an ethical dilemma when diagnosing elders

because chronic medical problems and their somatic

symptoms are quite similar to that of depression (Drayer

et al., 2005) . The University of South Carolina Upstate
and Mercer University conducted a study and titled it,
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"Are They Depressed or Just Old?"

(Ruppel, Jenkins,

Griffin, & Kizer, 2010, p. 1). This study provides
valuable insight into how our society views the elderly.
The American culture suggests that becoming old comes

with a price; society and especially physicians are quick
to make the assumption that somatic symptoms are merely a

result of just getting older (Ruppel, Jenkins, Griffin, &
Kizer, 2010).

Statistics
According to Substance Abuse and Mental Health

Services [SAMHSA]

(2012), the elderly make up 12% of the

United States population. Broken down that is
approximately 38 million elderly in the United States,

more than four million residing in California, and 19

thousand living in San Bernardino County alone (United

States Census Bureau, 2012). California has the highest
rates of older adults suffering from mental distress,
depression and anxiety in the United States (CDC & NACDD,
2008). "Approximately 15% of independent older adults,
20% of older hospitalized patients and 25% or more of

nursing home residents suffer from depression"
Liu,& Liang, 2009, p. 2).

4

(Chen,

The national suicide rate is climbing among the

elderly population (American Foundation for Suicide
Prevention, 2012). The Diagnostic Statistical Manual of

Mental Disorders (DSM IV) suggests that the suicide rate
for elderly people over the age of 55 is four times the

rate of the general population (APA, 2000, p. 271) .

Although the elderly make up only 12% of the United
States population, they account for 16% of all suicides
committed in the Nation (SAMHSA, 2012). The Center for

Disease Control and Prevention (2012) suggests that older

Caucasian and Native American males, ages 65 and older
are at an increased risk of suicide; firearm being the

most common weapon of choice. These statistics suggest
that there is a higher suicidal rate among the elderly

population who suffer from late-life depression (Oyama,

Goto, Fujita, Shibuya, & Suhashita, 2006) .

Depression and its Somatic Symptoms
Depression can negatively influence an elderly

person's affect, cognition, behavior, or physiology.
Depressed elderly may be overwhelmed with thoughts of

pessimism, guilt, inability to concentrate, negative
thinking, loss of interest, lack of motivation, or

suicide (Sue, Sue, & Sue, 2006). Family and friends may
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notice that the depressed elderly shows behavioral

changes such as low energy, neglect of personal
appearance, crying, forgetfulness, memory loss, or

agitation (Chen, Liu, & Liang, 2009). The most common

somatic or physical symptoms that elderly people complain
of are aches and pains, fatigue, diminished appetite,

weight loss, constipation, loss of sex drive, difficulty
performing daily tasks and disruption in sleep; all of

which are similar symptoms of depression (Drayer et al.,

2005) .

Confusion and Under-diagnosing
With the high rates of depression among the elderly
population, it is unfortunate that more than 60% of

elderly suffering from depression are being
under-diagnosed or not treated (Chen, Liu, & Liang,

2009). This is primarily because of physicians believing
the symptoms are a natural part of growing older. Out of
516 elderly participants, Borchelt, Gilberg, Horgas, and

Geiselmann (1999) found that newly hired physicians

diagnosed somatic symptoms of depression as1 physical

illness or caused by medications 50% of the time (Drayer

et al., 2005) . Another study found that when presented
with scenarios of younger and older adults, physicians
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were more likely to diagnose depression in younger adults
while attributing depressive symptoms for elderly as just
characteristics of old age (Ruppel, Jenkins, Griffin, &

Kizer, 2010).

It is difficult to determine whether physical
illness is the cause of late-life depression or if it is

depression that increases the chances of elderly
experiencing physical illness (Tylee & Ghandi, 2005). The
term "masked depression" is defined by Hooyman and Kiyak

as elderly "experiencing fewer mood changes, but

complaining of vague pain, bodily discomfort, sleep
disturbance, loss of memory, difficulty problem solving,
and withdrawing from others"

(2011, p. 233). These

symptoms in late-life depression are often mislabeled or
are thought to be caused by illness, such as dementia and
can become secondary to diabetes, cardiovascular disease,

renal disease, arthritis, anxiety disorders or strokes

(Drayer et al., 2005).
Statistics suggest that elderly use approximately

"34 percent of all prescriptions and 30 percent of
nonprescription medications" in the United States to

reduce physical and emotional symptoms (Hooyman & Kiyak,

2011, p. 153). It is possible that many elderly patients
7

with depression are using questionable or harmful
medications because the pain is a direct result of the
depression and not related to physical deterioration of
the body. It is evident by the high percentage of

under-diagnoses and medications prescribed that

physicians are under-trained to assess for depression in
the elderly and are quick to make the assumption that

these problems exist due to normal aging or physical

illness.
Kugelman-Jaffee (1990) suggests that Physicians are
trained in school to follow the agencies rules, policies,
and legalities to protect their position of authority.

Physicians are trained to look for physical symptoms

rather than emotional ones. It is possible that ethical
decision-making among physicians depends on their
educational background, morality, and intuitiveness to

recognize symptoms unrelated to physical illness (Foster,

Sharp, Scesny, McClellan & Cotman, 1993; Baik, Bowers,
Oakley, & Susman, 2005) .
Elders Preferring Primary Physicians Over Mental
Health Specialists

The average elderly person over the age of 65 visits
his or her primary care physician approximately 13 times
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a year for various health problems and regular checkups

(Hooyman & Kiyak, 2011). This large number suggests that
elderly prefer seeking help from their primary care

physicians when they are experiencing mood changes or
somatic symptoms because they believe the causes are

related to aging or physical decline. Hooyman and Kiyak
(2011) suggest that many elders do not seek help from

mental health specialists for fear of being stigmatized

or labeled with a mental disorder. Unfortunately, elderly
people who are interested in receiving mental, health
services are not always able to because it is not covered

by their health insurance.

Economic Disparity and Depression

In addition to elderly seeking help from their
primary-care physicians, there has been an increase
amount of elderly going to emergency departments (ED) for

care because they do not have health insurance (Moore,
Ekman, & Shumway, 2012). Older adults ages 65 and older

who are at or below the poverty line experience higher
rates of major depression (9%) than do their peers (3.8%)

(Arean et al., 2010; Gum et al., 2007). This is a problem
for the elderly population, especially those who suffer

from mental illness. Elders who experience mental illness
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use the emergency room more frequently than do their
peers (Moore, Ekman, & Shumway, 2012). Elders suffering

from depression may be under-diagnosed because medical

staff has limited time to provide care for each patient

in the emergency department.
Cultural Barriers to Identifying Depression in
Elderly Patients

Liechty (2011) suggests more than 1/3 of adults in
the United States do not have sufficient health literacy

(the ability to process and understand one's own health

condition(s) and make the appropriate decision(s)
regarding interventions or treatment). The ability for an

elderly person to obtain health literacy becomes
difficult when social disadvantages occur such as

education attainment, lack of medical insurance, poverty,
immigration status, and cultural differences (Liechty,
2011). Communication becomes a barrier between
patient-physician relationships and prevents patients

from receiving the best treatment possible.
Primary care physicians are more likely to

uhder-diagnosis elders of color primarily due to cultural
barriers (Hooyman & Kiyak, 2011). A recent study
conducted by the American Journal of Public Health, found
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diagnosis rates for depression were "6.4% for

non-Hispanic Whites, 4.2% for African Americans, 7.2% for
Hispanics, and 3.8% for Asians"

(Akincigil, Olfson,

Siegel, Zurlo, Walkup, & Crystal, 2012, p. 4). This study
suggests that racial or ethnic disparities in diagnosing
depression are a direct result of racial or ethnic
differences in the patient-physician relationship. It

appears that access to healthcare, discrimination,
under-diagnosis, cultural barriers, and patient-physician
communication prevents minorities suffering from
a

depression from receiving appropriate treatment (Hooyman
& Kiyak, 2011).

African Americans
African Americans have difficulty trusting

physicians and the healthcare system due to years of
experiencing discrimination. They often encounter
barriers when trying to obtain services due to lack of

health insurance, poor economic conditions, and constant
change of primary physicians (Hooyman & Kiyak, 2011) .
African Americans may be more likely to express signs of

somatic symptoms instead of mood or depressive symptoms,
making detection and diagnosis by physicians difficult.
(Akincigil, Olfson, Siegel, Zurlo, Walkup, & Crystal,
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2012). Diabetes, high blood pressure, obesity, and

chronic kidney disease are common physical health risks
for African Americans, which may lead physicians to

believe that the depressive symptoms are related to these

chronic illnesses (Hooyman & Kiyak, 2011). As a result of

discrimination and other barriers, African Americans

often prefer to seek help from their church's pastor.

Latino Americans
Like African Americans, Latinos are the least likely

minority group to use formal health services due to
mistrust of the system, lack of health care, or fear of
deportation (Hooyman & Kiyak, 2011). Latinos are more

likely to suffer from depression, especially Mexican
Americans because of poor socioeconomic conditions and
lack of control over their healthcare (Hooyman & Kiyak,
2011). Latinos are very family oriented and rely heavily

on the Catholic Church for support and care. This can

also be a reason for why they are sometimes reluctant to
seek professional help.

Asian Americans
Among Chinese, Indians, and Malays, a recent study
found that Chinese and especially Malays report or

complain more about physical symptoms when referring to
12

their depression (Keng, Ee Heok, & Tze Pin, 2009).

Numerous studies suggest that Asians hold a strong

negative stigma toward mental illness. It is each family
member's duty to save face or represent his or her family
in an honorable way (Hooyman & Kiyak, 2011). This results
in Asians disguising their depressive symptoms as being
physically related; causing primary physicians to either

misdiagnose or not recognize depression in Asians 50% of
the time (Keng, Ee Heok, & Tze Pin, 2009).

Native Americans

Last, Depression is the most common mental health

concern for Native Americans. However, it is extremely
difficult for physicians to diagnose because cultural

factors and alcohol abuse may disguise depressive

symptoms (Hooyman & Kiyak, 2011). Like Asian Americans,

Native Americans also complain of physical health
problems to disguise depressive symptoms. Too much

dismay, Native Americans experience various health

problems such as "cardiovascular disease, diabetes,
hypertension, arthritis, liver and kidney diseases,

hearing and visual loss, and strokes," which makes it

more difficult for physicians to accurately diagnose
depression (Hooyman & Kiyak, 2011, p. 627). Native
13

Americans are also more accepting of physical and mental
health related changes as they age because they view them
as their mind and body being out of balance. Barriers

that prevent this ethnic group from getting proper care

consist of living in isolated areas, possessing poor
transportation, mistrusting the medical field, and lack

of awareness of different forms of treatment (Hooyman &
Kiyak, 2 011) .
Conclusion

The literature review suggests that there is a high
prevalence of elderly patients being under-diagnosed with
late-life depression, especially among minority groups.

As the elderly population continues to grow, we are
seeing a large demographic change in relation to
multicultural needs and care giving (Proehl, 2001).

Under-diagnosis is believed to be the result of cultural
barriers., stigmatization, and medical personal not fully

trained to differentiate physical or somatic symptoms of

depression from common physical illnesses experienced by
the elderly.

Further explanations suggest that elderly prefer
receiving help from their primary care physicians because

they also believe the causes are related to aging or
14

physical decline. This causes questionable mediations

that do not reduce the symptoms of depression. Last,
elderly patients may prefer describing their physical

symptoms to primary care physicians as a preventive
measure to avoid being discriminated against for openly
admitting having a mental health condition.

Theoretical Orientation
Wear and Tear Theory
Researchers, theorists, and gerontologists have
suggested many ideologies or views' regarding what is and
is not understood about depression being under-diagnosed

or under-treated in elderly patients. The research
mentioned above suggests that the most common reason for
physicians' under-diagnosing or not providing the correct

treatment is that they are under-trained to recognize
somatic symptoms and cultural differences of depression.

Wear and Tear theory helps explain the high prevalence of
under-diagnosis among elderly patients suffering from

depression.

Wear and Tear theory was formerly introduced in 1882
by a German biologist, Dr. August Weismann (Jin, 2010).
Dr. Weismann firmly believed that human cells and tissues
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deteriorate over time causing humans to age exponentially
(Jin, 2010). Essentially, Dr. Weismann suggests that
physical and emotional decline is simply related to the

aging process as organisms wear out over time (Hooyman &
Kiyak, 2011).

Unfortunately, the acceptance of this theory by

society as a whole is causing misinterpretations and
stigmatizing views of elderly suffering from late-life

depression. Physicians primarily associate aging with
physical illness, decline, disability, and death (Strain,

1981). Physicians are taught in medical school that there
are no permanent solutions for elderly patients suffering

from physical illness and therapy is rarely used as an

alternative solution. As a result, depression is not
being recognized as a possible cause for somatic or
physical symptoms commonly experienced in late-adulthood.

This is resulting in the elderly being under-diagnosed
and over-prescribed questionable medications that cause
an increase in health risks and misuse of drugs among

elders (Hooyman, & Kiyak, 2011).
Discrimination Theory

Nolan (2011) suggests that ageism is widely used
throughout the American culture and negatively impacts
16

our elders. Elderly constantly experience negative

stereotyping, myths, discrimination, biases, prejudices,

and negative attitudes from others (Nolan, 2011, p. 1) .
With the increasing stigmatization and negative attitudes
toward the elderly by medical staff and society, it is

not surprising that many elderly disguise their
depressive symptoms as physical illness (Rapp & Vranas,

1989). It is important to mention that cultural values
and roles result in many ethnic groups disguising

symptoms as medical conditions. As mentioned earlier,

African American and Latinos are the least likely groups

to seek treatment for fear of being discriminated against

or further stigmatized. They are already at a
disadvantage because of the color of their skin and being
elderly, that they do not want one more thing society can

hold against them (Hooyman & Kiyak, 2011).
For Asians, mental illness is a taboo that is not

discussed outside of the immediate family. This results
in many Asian elders disguising their depressive symptoms
as a chronic illness, which is more socially accepted

among their culture (Keng, Ee Heok, & Tze Pin, 2009) .

Although Native Americans have a more positive outlook on
mental and physical illness, they often disguise their
17

depressive symptoms to physicians because they do not
trust or have limited knowledge of what the medical field
is capable of (Keng, Ee Heok, & Tze Pin, 2009) .
Contribution of Study to Micro and
Macro Social Work Practice

Micro Social Work Practice

At the micro level, the results from this study

enable medical social workers at the study site to gain a
cohesive and consistent method for understanding the

decision-making process for recognizing elderly patients
suffering from depression. It also benefited the current
z

agency by influencing medical social workers and nurses

to adopt a new assessment tool for recognizing elderly
patients suffering from late-life depression.
Macro Social Work Practice
At a macro level, results from this study can be
used to further the knowledge of other social workers who

work closely with the elderly. The process of recognizing
depression found from this study can be used in other

agencies as a guide for health care professionals.
Because depression in the elderly is so prevalent in

nursing homes and hospitals, it is imperative that social

18

workers become more aware of and observant of their

elderly patients.

Summary
Chapter one has covered in detail the assessment

procedures for this study. The focus topic was developed
using a post positivist perspective by interviewing
medical social workers and registered nurses to
understand what is currently being done to identify

late-life depression among elderly patients. The
literature review provided explained the complications

that come with diagnosing depression among the elderly
because of stigmatization, under-training, and cultural

barriers. As the elderly population continues to grow, we
are seeing a large demographic change in relation to

multicultural needs and care giving that need to be
addressed. Two theoretical orientations were also

provided in chapter one, which include Wear and Tear
theory and Disengagement theory. Last, potential
contributions for both micro and macro social work

practice was discussed.
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CHAPTER TWO
ENGAGEMENT

Introduct ion
Chapter two discusses the process of engagement. In

this chapter a description of the study site is given

along with the researcher's process for engagement.
Chapter two includes how the researcher prepared for the
engagement stage by identifying and addressing ethical,

political, and diversity issues. Last, the role of

technology is also discussed as an effective tool for
communicating with participants throughout the study.

Research Site

This study was conducted at Redlands Community
Hospital located in Southern California, between San

Bernardino and Palm Springs. Redlands Community
Hospital's mission is "to promote an environment where

members of our community can receive high quality care

and service so they can maintain and be restored to good

health"

(Redlands Community Hospital, 2012, Mission,

Vision, Value section, para. 1). This particular hospital
has more than 1400 employees and 300 volunteers running
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the facility with a capacity of 229 beds for in-service

patients (Redlands Community Hospital, 2012).
Redlands Community Hospital has a mental health unit

that provides quality mental health services for both
inpatient and outpatient clients. This unit provides

"crisis intervention, individual and group therapy,
recreational therapy, life skills groups, medication
education, and community reintegration services"
(Redlands Community Hospital, 2012, mental health

services section, para. 2). The multidisciplinary team

that works in this unit is composed of "psychiatrists,
medical doctors, registered nurses, licensed vocational
nurses, licensed psychiatric technicians, licensed

clinical social workers, recreational therapists,
occupational therapists, and a marriage family therapist"

(Redlands Community Hospital, 2012, Mental Health

Services Section, Para. 2).
Engagement Strategies for Gatekeepers at
Research Site

Engagement consisted of the researcher contacting
the director of the social work department at Redlands

Community Hospital via phone or e-mail to set up an

initial face-to-face meeting. Follow-up phone calls and
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e-mails were made to confirm the day of the meeting. The

researcher met with the director of the social work
department to introduce herself, and the purpose of

wanting to involve Redlands Community Hospital in this
study.
The researcher explained the risks and benefits to
the director and asked her if she had any questions,

concerns, or suggestions regarding the study. The

researcher emphasized the purpose of the study was to
gain knowledge regarding perceptions and techniques

social workers and registered nurses use for recognizing
depression among elderly patients; it was not a critique

of the services Redlands Community Hospital provides to
patients. Once the director agreed to the study, the
researcher focused on engaging other staff members. The

researcher then asked the director what she believed was
the best approach for getting other staff members to

participate.

After gaining approval from the director, the

researcher spent more time at the hospital engaging other
staff members by providing food and snacks during staff
meetings while introducing her study topic. Risks and
benefits where discussed with each participant before
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they agreed to participate in the study. The researcher
informed potential participants that their names would

remain anonymous and their perceptions or techniques for

recognizing depression in elderly patients would not be
used to negatively reflect them or Redlands Community

Hospital in the final paper.

Self Preparation
For this study, the researcher prepared for the
initial meeting with the study site in advance. A

literature review was already conducted, and the

researcher was knowledgeable about the research topic. By
doing this, the researcher appeared more confident in
what she was set there to do and future participants were

more likely to get involved with the study.
The researcher also anticipated questions that

future participants may have asked during the initial
meeting and had answers to them. By doing this, the

researcher came off as competent and eased any
apprehension that future participants may have had about

being a part of the study. Participants had the following
questions before being interviewed: Will my name be

mentioned in the written review? Are the techniques I am
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using going to be criticized or used against me if I
participate? What will the tape recorder be used for? And

last, will what I say remain confidential? These
questions were addressed and written in the informed

consent.

In addition to answering staff members concerns

regarding the study, the researcher was also aware of the
fact that medical staff was extremely busy and always on
the go. Aware of this problem, the researcher set up

appointments with staff members in advance and was

flexible around participant's schedules. This increased
the likelihood of participants agreeing to the study

because interviews were conducted at their convenience.
Diversity Issues
For this study, research was conducted on how

depression differs among elderly patients from different
genders, ethnicities, and income levels. Not only was it

important for the researcher to be sensitive to the

diversity among depressed elders, but she also had to be
aware of diversity among medical staff that she was

interviewing. For post positivism, the researcher had to

have a strong connection with each participant for them
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to feel comfortable enough to express their thoughts and
feelings truthfully to ensure that the data was collected
accurately.

The researcher acknowledged and addressed diversity
issues among participants by looking for the following
characteristics : appearance, power, assumptions, norms of

appropriate behavior, perspective, and language (Morris,
2006). Although Redlands Community Hospital, personal

share common knowledge and medical terminology, social
workers and nurses differ in ethnicity and areas of
specialization. This is important to acknowledge because

depending on one's educational background, cultural
values, and personal beliefs, each social worker or

registered nurse had different perceptions regarding how

they recognize depression among elderly patients. By
acknowledging these characteristics and including
cultural questions in the interview, the researcher
responded appropriately when engaging each participant to

understand why they answered a particular question the

way they did.
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Ethical Issues
"Post positivist research requires an intense social

involvement for both the participants and the

researchers" (Morris, 2006, p. 31). Therefore, it was
imperative the researcher carefully consider risks and
benefits when providing informed consent to participants.
For this study, interviews were the primary form of data

collection. The researcher informed the interviewees from
the beginning that the focus of this research study was

to understand how medical social workers and nurses
perceive and identify elderly patients suffering from

depression.

Potential interviewees were able to share their
concerns prior to signing the informed consent. The

researcher explained to potential interviewees what
benefits stemmed from their participation in the study.
The benefits from this study provided valuable

information regarding perceptions and techniques used by

medical personal for recognizing depression among elderly

patients. The researcher explained that there were no
foreseeable risks for participating in the study and that
their names would remain confidential for the final

paper.
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Participants were informed regarding what the study
was going be used for after the data was collected and

analyzed. The researcher ensured participants understood

that this was a graduate level project, where data was
collected, analyzed, and written in a journal format that
was going to be accessible at California State

University, San Bernardino's library.
Political Issues

Some of the participants were concerned with
political issues regarding what the results of the study
were going to be used for. A few Participants were
hesitant to participate in the study, as they believed
what they said or did would negatively reflect Redlands

Community Hospital or possibly their job position. Two

participants did not want to be recorded during the
interview. The researcher ensured participants that the

results found from the study was not going to be used to
negatively reflect Redlands Community Hospital or staff

employees; it was simply to gain an effective process for

recognizing depression among elderly patients.
Setting appropriate boundaries between the

researcher and the medical staff was also a political
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issue that was addressed early on. In post positivism,
the researcher works closely with the participants to

form a problem focus or theory. For this study, the

researcher consulted with participants to gain
information pertaining to the topic; however, the

researcher remained authoritative when deciding what
information was collected and how the information was
used to contribute to both micro and macro social work
practice.

The Role of Technology in Engagement
For post positivist theory, face-to-face contact was
imperative to establish trust between the researcher and
the participants. After the initial contact was made in

person and rapport was established, the researcher
remained in contact with participants via e-mail. Medical

practitioners were often very busy and hard to get a hold
of; therefore e-mail played an important role in

communication between the researcher and the
participants.

After rapport had been established and the
interviews began, the researcher relied heavily on a
voice recorder to accurately depict what each participant
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had to say regarding identifying elderly patients with
depression. Once each interview took place, the

researcher transcribed the interviews using Microsoft
word to analyze and identify current themes that came up

during the interviews.

Summary
Chapter two described in detail the study site and

how the process of engagement was used throughout the
study. Building rapport and staying connected with the

participants was highly valued in the post positivism
approach. Self-preparation was also discussed as an

important tool for helping the researcher appropriately
engage participants in the study. This chapter has shown

that the researcher had a higher chance of being
successful with her study by having knowledge of the
topic, performing a literature review, thinking ahead

questions participants might have, and being aware of
diversity issues before conducting the interviews.

Chapter two also emphasized the importance of
recognizing and addressing ethical and political issues

that arose when conducting the research. Ethical issues
that most certainly needed to be addressed were informing
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participants of the risks and benefits of being a part of
the study. Participants were also made aware of where the

final written review could be found after the study was
conducted.

Political issues mentioned in this chapter consisted
of forming appropriate boundaries between the researcher
and the participants involved and how the 'results of the

study would reflect Redlands Community Hospital.
Participants were encouraged to share their thoughts and

opinions throughout the study; however, the researcher

made the final decisions regarding what the focus topic
was as well as what information was going to be collected
and used for future social work practice. Last,

technology was discussed as an important tool for

contacting participants via phone or e-mail and for
recording interviews.
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CHAPTER THREE
IMPLEMENTATION

Introduction

Chapter three addresses the implementation process
for using a qualitative approach to research. This

chapter discusses where the research project was

conducted and why participants were chosen to take part
in the study. Last, methods for collecting, recording,
and analyzing data will also be discussed throughout this

chapter.

Study Participants

The-study participants involved in this research
project included 10 medical social workers and 9 licensed

registered nurses from Redlands Community Hospital.
Medical social workers at Redlands Community Hospital
provide services to patients who experience emotional or
physical difficulties such as mental illness, poverty,

chronic illness, substance abuse, death and dying,
homelessness, cognitive impairments, physical and sexual
abuse, and unforeseen circumstances (Redlands Community
Hospital, 2011). The medical social workers at this site

spend a large segment of their time working with the
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elderly population to conduct psychosocial assessments
and create treatment plans for patients.

Licensed nurses who were involved in this study were
those who worked closely with and provided care to the
elderly population. Nurses from the following units were
included in the study: medical surgery, intensive care

unit, telemetry, emergency department, behavioral health,

or the in-patient skilled nursing facility. The
demographics of both medical social workers and licensed

nurses varied according to ethnicity and personal values
at Redlands Community Hospital. The majority of

participants at Redlands Community were Caucasian due to
the organizations location; however, other ethnicities

were represented in the study.
Selection of Participants

Participants in the study were selected very

carefully using a qualitative approach. In post
positivism, purposive sampling is used to ensure the

researcher gets participants who will be knowledgeable of
the focus topic and able to give the most accurate data

(Morris, 2006). There are many types of purposive

sampling; however, for this study critical case sampling
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was used. Morris (2006) defines critical case sampling as
depicting typical or routine experiences of a program or

issue from the data collected. In other words, the

researcher worked with the director of the social work
department at Redlands Community Hospital to identify

other medical social workers and licensed nurses who had
experience working with and recognizing depression among

elderly patients. Critical case sampling occurred when
responses to the interviews showed repetitive patterns
for recognizing late-life depression among elder

patients.
Data Gathering

According to Morris (2006) there are three ways to

gather qualitative data, "engaging people in
conversations through interviews or group meetings,

observing people interacting with each other, and/or
studying documents and social artifacts" (p. 11). For

this study, interviewing was the primary source of

collecting data. Studying documents or artifacts were
also used throughout the study when participants had
forms that they used to identify late-life depression. To
identify patterns of regularity, the researcher asked
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participants' questions regarding what their
decision-making process was for recognizing late-life
depression among the elderly population. Once the data

was collected and patterns began to emerge, the

researcher used open coding to gain a collective
decision-making process for how Redlands Community
Hospital's staff identifies late-life depression.

Phases of Data Collection

Engagement Phase
The researcher during this phase provided a written

informed consent to participants involved as a way to

address the purpose of the study, the importance of
confidentiality, and the risks and benefits that may
occur as a result of participating. An audio written

consent form was also provided to gain permission to
record what participants said during the interview

process. In addition, the researcher prepared to answer
any further questions or concerns that participants had

before agreeing to take part in the study (See Appendix B
for Informed Consent and Audio Written Consent).
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Development of Focus Phase
During this phase, the participants were
well-informed of the focus topic and their role in the
interviewing process,. The focus topic of this study was
to gain an understanding of the decision-making process

used by medical professionals to detect late-life

depression among elder patients. With the researcher's
permission, participants were given the opportunity
during the interview process to help further clarify or

make subtle changes to the interview questions to enhance
the focus topic. In other words, the researcher altered

or added questions for future interviews to gain a larger
scope of the focus topic.
Maintaining Focus Phase

It was important to establish rapport with

participants prior to asking in-depth or complex

questions to ensure that participants feel comfortable

enough to answer the questions accurately and to the best
of their ability. The researcher engaged participants

during the interview process by using additional

descriptive, essential, extra, throw away, and structured
questions to build report with participants before asking
more detailed or complex questions.
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The researcher started the interviews off by asking
throw away questions such as "How are you doing today or

do you have any concerns before we get started?"
Following throw away questions, descriptive or

demographic questions were used to identify participants

work history and education. Once rapport was established,
the researcher asked essential questions that pertained

to the decision-making process used by medical staff for

recognizing late-life depression. Some questions used
were (When with an elder patient, what are some

indicators that you look for when recognizing depression?
Or, what are some physical symptoms that elder patients
commonly complain of when they are experiencing

depression?). Last, probing questions were used to gain
further information or clarification from the answers

participants provided (See Data Collection Instrument in

Appendix A).
Termination Phase

Toward the end of each interview, the researcher
summarized what had been discussed and asked participants
if they have any additional comments that they wanted to

address. The researcher also provided participants with a

debriefing statement that included contact information,
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in case they had additional concerns after being

interviewed. By doing this the researcher continued to
build rapport, clarified any confusion, and brought the

interviews to a close. Last, the researcher sent out
thank you cards a few days after each interview to show

the researcher's appreciation for the participant taking

time out of their day to be a part of the study (See
Appendix C for Debriefing Statement).

Data Recording

For post positivism, the researcher used a voice
recorder and hand notes during the interviewing process.

In addition to recording the interviews, the researcher
took time after each interview to journal what had
occurred. For qualitative research, the researcher has
two types of journals; one for reflection of the

researcher's own thoughts and feelings regarding the

interviews and the other for transcribing information
discussed during each interview.

Data Analysis Procedures
For this study a qualitative, bottom-up approach was

used for interpreting data. For post positivism, data was

analyzed after each interview because themes or clues
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emerged that changed what the researcher wanted to
incorporate in the next interview. After information from

each interview was transcribed, open, axial and selective
coding was used, to identify repetitive themes that

existed among the participants' responses. This enabled a
collective decision-making process to emerge that

explained Redlands Community Hospital's decision-making
process for recognizing late-life depression among

elderly patients.
Once the researcher established a collective

decision-making process for identifying late-life

depression, it was compared to the condensed version of
the Geriatric Depression Scale (GDS) to see how close the
two assessment tools are alike. The Geriatric Depression

Scale has been widely used among health care

professionals to assess for depression among the elderly
population. The condensed version of the Geriatric

Depression Scale is comprised of 15 yes or no questions
that focus on characteristics such as affect, life

satisfaction, withdrawal, mood, meaninglessness, lack of
concern, and cognitive impairment (Hall & Davis, 2 010) .
Last, a consequential matrix was used once the data

analysis was completed to identify whether the
38

decision-making process for recognizing depression fits
into micro or macro social work practice (See Appendix D
for Geriatric Depression Scale Short Version).

Summary-

Chapter three has focused primarily on who the study

participants were and what methods were used to carry out
the study. This study was conducted at Redlands Community

Hospital and participants were medical social workers and
licensed registered nurses. The participants for this
study were chosen using critical case sampling that
suggests participants should be chosen based on their
experience and knowledge of the problem focus being

studied.

The phases of data collection were also thoroughly
discussed in this chapter. The first stage required the

researcher to engage clients by providing them with
informed consent. The researcher began interviewing

participants using a voice recorder to gain their
perspectives regarding the focus topic. In order to stay

on track, extra, essential, and probing questions were
used throughout the interview. Last, data from each
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interview was analyzed before the next interview took

place using the bottom-up approach and open coding.
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CHAPTER FOUR
EVALUATION

Introduction
Chapter Four describes the process of data analysis
and the results from the study. Open, axial and selective

coding is discussed in relation to how the researcher
developed a theory or process for recognizing late-life

depression. Limitations are also discussed in relation to
how they influenced the results of the study. Last, this

chapter focuses on how the study's findings contribute, to

both micro and macro social work practice.
Data Analysis
Raw Data and the Bottom-Up Approach

Using the bottom-up approach and open coding,

interviews from the study were transcribed and then
placed into five separate codes: people, places, things,

ideas, and themes (See Appendix F for Raw Data).
The Core Domains: Selective and Axial Coding

Once open coding was finished, selective and axial
coding was used to refine those five codes into core

themes or ideas to develop a process for recognizing
depression among elder patients. The following tables are
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designed to break down those core themes which will be

interpreted later in this study.
The following two tables provide detailed

information pertaining to the participants involved in
the study.

Table 1. Demographics
I. Medical Social Workers
Job Title and Credentials

BSW

ACSW

LCSW

1

4

5

Years of experience working with elderly in a hospital setting

1-5 Years

6-10 Years

2

2

11-15 Years 16-20 Years

21+
Years

3

2

1

Transitional Care
Unit

Intensive
Care Unit

Behavioral
Health

Post
Partum

2

3

1

2

Assigned Unit

Medical/Surgery/

Telemetry
2

Ethnicity
Caucasian

Hispanic/Latino

African
American

Asian

Other

8

1

1

0

0

Gender
Male

Female

Total # of Social Workers

1

9

10
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II. Licensed registered Nurses

Job Title and Credentials
RN

LVN

4

5

Years of experience working with elderly in a hospital setting

1-5 Years

6-10 Years

11-15 Years

16-20
years

21+ Years

2

1

2

1

3

Assigned Units

Medical/Surgery/
Telemetry

Transitional Care
Unit

Intensive
Care Unit

Behavior
Health

Post
Parturn

7

2

0

0

0

Ethnicity
Caucasian

Hispanic/Latino

African
American

Asian

Other

7

2

0

0

0

Gender
Male

Female

1

8

Total #. of Licensed Registered
Nurses 9

Total Number of Participants {19}

Barriers to Recognizing Depression among Elders
The following figure shows that there are five

primary barriers to recognizing depression among elders.
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Figure 1. Five Barriers to Recognizing Depression among
Elders

The table below represents how cultural differences

can conflict with recognizing depression among elders.

Table 2. Cultural Barriers

Cultural Barriers
General Ideas
(A) Nurses:
• "Yes because you have to start figuring out ways to
start asking questions to draw them out without coming
right down on the subject." (Participant #3, Personal
Interview, February 2013).
• "I think you have to not directly ask if it is
depression. I think you have to kind of go around and
ask about their losses, pain, and feeling tired."
(Participant #7, Personal Interview, February 2013).
(B) Social Workers:
• "There are certain cultures that are more naturally
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•

•

•

•

•

withdrawn and not open to talking, but that does not
mean that they are depressed." (Participant #1,
Personal Interview, February 2013).
"Depression can be a taboo subject in some cultures and
it's not really recognized and not really talked
about." (Participant #1, Personal Interview, February
2013).
"Different cultures have different opinions regarding
TX, counseling and taking medication." (Participant #1,
Personal Interview, February 2013).
"You really need to know something about the various
cultures that you work for. The way you approach them
may be different." (Participant #6, Personal Interview,
February 2013).
"You need to be careful about the way you approach
certain people so that you don't offend them and lose
them sort of speak." (Participant #6, Personal
Interview, February 2013).
"Yes, differences exist between cultures. You cannot
assume they will follow their cultural norms however.
Each person regardless of their culture has unique
qualities to them. There are many people who don't
stereotypically fit their cultural profile."
(Participant #10, Personal Interview, February 2013).

Hispanic/Latinos
(A)Nurses:
• "Hispanics usually take care of their own. The least
depressed from my experience are Hispanics because they
have lots of family and'support." (Participant #3,
Personal Interview, February 2013).
® "The Hispanics keep it more to themselves within the
family." (Participant #13, Personal Interview, February
2013).
• "Family is a big factor in Mexican culture; they don't
have depressed people because family is there to cheer
them up." (Participant #17, Personal Interview,
February 2013).
« "Like the Hispanics, most of the time there is a lot of
family involved, so if they are depressed they may be
trying to hide it from their family, so you may not
notice it until they are alone. That's when you kind of
recognize it a little bit more." (Participant #19,
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Personal Interview, February 2013).
(B)Social Workers:
• "The Mexican Culture is going to have a lot more
support from family." (Participant #2, Personal
Interview, February 2013).
• "For a Hispanic person extra support would be a good
intervention." (Participant #9, Personal Interview,
February 2013).
® "Now I have a very mixed bag experience with Hispanics.
I have some families who are very open, "were she gets
really down or depressed". A lot of cultures where they
really value the grandma being in charge to a certain
degree and the person they still go to for questions
and what not." (Participant #14, Personal Interview,
February 2013) .________________________________________
Asians
(A) Nurses:
• "Asian cultures are a little reluctant to talk about
it. It is considered a weakness, something very
private, and something that is just not discussed. So
it is hard to determine if depression exists with
them." (Participant #7, Personal Interview, February
2013) .
© "Asian people are often very stoic, won't ask for pain
medication and they can be fairly non-interactive with
you too and yet they are not really depressed."
(Participant #15, Personal Interview, February 2013).
• "Asians they are more prone to be withdrawn and
misunderstanding the culture and the language is easy.
We don't know if they are depressed."(Participant #17,
Personal Interview, February 2013).
(B) Social Workers:
• "The Asian culture is much more private or they may not
make eye contact and that might be inherent in how they
respond all the time. That may not necessarily be an
indicator of depression." (Participant #17, Personal
Interview, February 2013) ._____________________________
African Americans
(B)Social Workers:
• Participant #9: "For an African American person, extra
support would be a good intervention." (Participant #9,
Personal Interview, February 2013) .
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Native Americans
(A)Nurses:
® "Indian cultures also take good care of their own and
want to be involved." (Participant #13, Personal
Interview, February 2013).
• "Indians keep it more to themselves within the family."
(Participant #13, Personal Interview, February 2013) .
Middle Eastern
(A) Nurses:
• "I had a Saudi Arabian woman who was interviewing for
triage and she wouldn't look at me, she wouldn't answer
my questions. But she wasn't wearing anything to allow
me to see what culture she was from. We thought this
lady is either abused and is afraid to tell anybody,
but something is going on. It was really difficult to
try and find out what was going on with her. Finally we
had her husband come in and he answered all of her
questions for her and it was definitely cultural that
she was not allowed to talk to anyone unless he was
there. So you have to know the culture for instance."
(Participant #17, Personal Interview, February 2013).
(B) Social Workers:
• "Muslim individuals are often afraid of outsiders
becoming involved with family matters and highly
discourage receiving mental health services."
(Participant #11, Personal Interview, February 2013).
Caucasian
(A) Nurses:
® "When I see just a regular Caucasian person, they don't
seem as quiet about it. They seem much more vocal about
it." (Participant #12, Personal Interview, February
2013) .
• "Caucasians are more open about it. Caucasians want
answers right away." (Participant #13, Personal
Interview, February 2013).
(B) Social Workers:
• "A lot of support may not be the best solution for a
Caucasian. In fact they might get a little more anxious
or irritated with somebody in their space."
(Participant #9, Personal Interview, February 2013).

47

Americans
(A) Nurses:
• "Some Americans want to run the show: "I want to see
the doctor right now"; they tend to be a little bit
more rude at times". (Participant #13, Personal
Interview, February 2013).
• "I think Americans tend to be more inpatient and I am
not saying this is hard fact with every person because
in every culture there are differences, but
generalizing." (Participant #13, Personal Interview,
February 2013).
(B) Social Workers:
• "I think in America for example, I think we are more
concerned about hygiene and body odor and all of these
things more than some other cultures are." (Participant
#5, Personal Interview, February 2013).________________
Women
(A) Nurses:
• "Like Hispanics, especially older Hispanic women are
much more quiet about it." (Participant #12, Personal
Interview, February 2013).
• "Always. I can give you an example I had a Saudi
Arabian woman who was interviewing for triage and she
wouldn't look at me, she wouldn't answer my questions.
But she wasn't wearing anything to allow me to see what
culture she was from. We thought this lady is either
abused and is afraid to tell anybody, but something is
going on. It was really difficult to try and find out
what was going on with her. Finally we had her husband
come in and he answered all of her questions for her
and it was definitely cultural that she was not allowed
to talk to anyone unless he was there. So you have to
know the culture for instance." (Participant #17,
Personal Interview, February 2013).
(B) Social Workers:
• "In some cultures women stay home more, so maybe if she
is older and staying in the house more and doing more
stuff at home and being more docile, that's something
that might be very cultural." (Participant #5, Personal
Interview, February 2013).
© "Hispanic women I think have a harder time recognizing
and acknowledging that they are depressed. Whether
that's just a matter of admitting a weakness or whether
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they are just afraid of whatever that may mean for
them, what else is coming." (Participant #14, Personal
Interview, February 2013) .____________________________
Men
(B)Social Workers:
• "Men in that generation who have lost their wives or
their wives are more sick than them; they really don't
know how to care for themselves. So there's a part of
that, that's all new to them. Their wife has always
washed the dishes, taken care of the clothes."
(Participant #16, Personal Interview, February 2013);

Table Four represents somatic barriers that conflict

with common physical symptoms experienced in
late-adulthood.

Table 3. Somatic Barriers

Somatic Barriers

(A)Nurses:
• "Because a lot of time the elderly can have dementia or
Alzheimer's, so they can be kind of irritable and so
people may interpret that as depression or
withdrawing." (Participant #12, Personal Interview,
February 2013).
• "That's why it goes missed for so often because some of
those symptoms are part of the natural aging process
and it's hard to delineate which is which."
(Participant #5, Personal Interview, February 2013).
• "It's really hard to tell because I have seen them come
in and their weak, they're in pain, and our diagnosis
is generalized weakness and to me that should be a red
flag. If it's generalized weakness and it's not
something that can be pinpointed causing the weakness
and the pain, I think the doctors need to look more at,
is this patient depressed?" (Participant #7, Personal
Interview, February 2013) .
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"Because they have a lot of mental health issues going
on as well like Alzheimer's. They can just be really
short with you and angry; and that can be masked ask
depression. Especially when they have a lot of pain
problems, a lot of back pain, joint pain, achiness;
they don't have a good appetite, you may interpret that
as being depressed or you can look at like they are not
depressed; they actually have physical issues. There is
a big gap between the elderly and the younger
population. You can definitely mistake the symptoms."
(Participant #12, Personal Interview, February 2013).
• "A lot of them will complain of pain, but that's really
hard to distinguish whether that's depression or the
pain is really pain. Because once you get over 40, you
have pain everyday of some kind. So it's a little
harder to distinguish pain as a depressive. It's hard
because the elderly aren't always able to distinguish
it also. A lot of them will report pain because they
basically are in pain; they are depressed; they are
looking back at their lives and aren't happy with what
happened or they have some regrets and they know that
they can't change those things. So yeah it does turn to
physical pain, but it's very hard to distinguish
whether it is or not." (Participant #15, Personal
Interview, February 2013).
• "Yes, are the physical problems causing depression. You
know "I ache and I hurt and it's hard to get around."
Is that causing the depression? It's hard to say what
causes what; the depression or the pain." (Participant
#17, Personal Interview, February 2013).
(B)Social Workers:
• "I do because there are so many physical things that go
along with it so it can kind of overlap more than the
younger population." (Participant #2, Personal
Interview, February 2013).
• "There are 3 D's (Dementia, Delirium, and Depression),
those are the three we talk about and so obviously it
can be misdiagnosed or someone can say "ohh, she's just
reacting to her medication". Or the flip side that
person is really depressed and we find out the
medication is the cause and you change their meds and
they are better." (Participant #14, Personal Interview,
February 2013).
•
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•

•

•

•

•

"You may have an elderly person coming in; they can
have dementia or they can have osteoarthritis, or they
can have a medical condition that can coincide, and so
it sometimes is harder to determine if their symptoms
are coming from their medical condition or their
symptoms are coming from depression." (Participant #2,
Personal Interview, February 2013).
"I truly think the depression is manifesting the
physical elements. So individuals that I have seen have
chronic pain, but there is no real connection to their
medical tests, than that's something we really need to
talk about, is there depression?" (Participant #14,
Personal Interview, February 2013).
"It is generally difficult to identify because everyone
is sick. It is appropriate to be sick in the hospital
so identifying depression based on physical symptoms
isn't accurate enough. There is
situational/circumstantial depression that is
appropriate within the hospital setting because they
are sick." (Participant #10, Personal Interview,
February 2013).
"If we have repeat customers and we can't really find
something (generalized weakness, chronic pain
syndrome); but chronic pain I would expect and hope
they were being treated for depression. But if someone
comes in repeatedly and you can't find a cause, I would
be looking really hard for depression. Anxiety is
almost always correlated with depression." (Participant
#14, Personal Interview, February 2013).
"We are in a unique setting here at the hospital were
you see people pretty much at their worst; they are
sick and their defenses are down a bit. Is it
situational depression we see here versus a chronic
problem with depression, so part of that would be their
reason for admission and we see more of the younger
population as a result of actions precipitated by their
depression." (Participant #16, Personal Interview,
February 2013).
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Table five depicts generational barriers that
prevent elders from openly disclosing their depression.

Table 4. Generational Barriers

Generational Barriers

(A)Nurses:
• "It was only in the last couple of generations that
people have been allowed to verbalize that before
everybody had to be stoic and there would be shame
associated with admitting that you were anything but
bubbly and everything was fine." (Participant #3,
Personal Interview, February 2013).
• "The younger generation is more okay with it and is not
as afraid of hiding it." (Participant #4, Personal
Interview, February 2013).
® "I think the younger people with their issues are more
open to talking about it, while I think the elderly
people tend to conceal it more, not intentionally, just
because of their age, they're not accustomed to
verbalizing things and I think a lot of it mainly has
to do with their upbringing. It was more of a taboo to
mention that you may need help. Things weren't
discussed like they are today." (Participant #13,
Personal Interview, February 2013).
• "Older people won't go to a counselor, psychologist, or
any kind of counselor because they feel mental illness
is a disgrace. I don't think that the younger adults
think that way so much because a lot of people go to
counseling without having to see a physiatrist, so yeah
there is a difference. So yeah there is a big
generational gap about what is and is not acceptable to
divulge. Older people are less likely to talk about
their depression with somebody that they don't know."
(Participant #15, Personal Interview, February 2013).
• "I don't know. For younger patients when it is about
depression, it is already an illness, it is already far
on the road. For older patients I don't see too much
chronic depression, it's just temporary or situational
and when you meet their needs they kind of get out of
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it. Unless it's No code and it is a physical situation
where there is no hope and you cannot cheer up the
person, you just acknowledge that the situation is
going down." (Participant #18, Personal Interview,
February 2013).
• "I think that for older people, depression is related
with a physical condition and when the physical needs
are met, they are okay. The younger, when they come
here with chronic depression, it's just aggravated by
the symptoms but it's not solved. It's much more
complex." (Participant #18, Personal Interview,
February 2013).
(B)Social Workers:
• "I think now a day's mental health is much more
accepted; umm it's much more talked about that it's not
as stigmatized as it may have been many years ago where
if you where depressed it meant that your were crazy
and off your rocker or you were a bad person or you
were doing something wrong. Now a day's there's much
more support; it's more accepted. I think older
individuals may be more hesitant to discuss it."
(Participant #5, Personal Interview, February 2013).
• "Whereas for somebody who's younger some of those
things or attitudes or activities are more noticeable
in somebody who's younger. Because, all of a sudden you
have an 18 year old who is spending all their time
alone or all their time in their room and they don't
have any real social outlet, that may be a red flag,
whereas an older person you have to take into
consideration is it their age or is it depression?"
(Participant #5, Personal Interview, February 2013).
• "I think younger people are more apt to being more
obvious about suicide ideation or intent than older
people. And I am sure older people would consider those
things; but they do express the desire to die. A lot of
older people and I don't know if that is going to
continue into the future, but older people are
reasonably religiously oriented because they don't feel
that they are going to be here very much longer so in
case there is a God out there with a heaven and a hell,
I don't want to be the one who defines that and ends up
losing at the end. So a lot of them might express the
desire to die or even pray for death and tell you
that." (Participant #6, Personal Interview, February
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2013) .
"It would be easier for me to talk to someone younger
about that, in the sense that it's not imminent or
closer to death." (Participant #14, Personal Interview,
February 2013).
"Well based on what I just said, those older
populations, they do not share. Generally they are more
stoic and more self-sufficient than some of the younger
ones. So probably. It's probably harder to identify it
in the elderly." (Participant #16, Personal Interview,
February 2013).
"And we are talking generational and the elderly and
depression, you didn't talk about your hard times
really for most of this generation that's elderly at
this point. The generation following that and the
younger generations beyond that; those elderly people
are going to be crying messes who are not going to be
independent, problem solvers, they are going to need a
lot of help." (Participant #16, Personal Interview,
February 2013).
"It's harder to recognize depression in elderly people
because a lot of times what you see the younger
population for at least in my experience or in my
settings, has not always been a medical issue overlying
it. Like they may come in for depression or suicide
ideation." (Participant #2, Personal Interview,
February 2013) .

The table below represents common stereotypical
beliefs about aging that prevent practitioners from

recognizing depression.
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Table 5. Stigmatization Barriers
Stigmatization Barriers
(A) Nurses:
• "I think that might have to do with perspective as
well, as far as my perspective towards them. Sometimes
you kind of assume that being elderly they may be
depressed and then sometimes you assume why are you
depressed, you still can change things." (Participant
#19, Personal Interview, February 2013).
• "I think that's why so many older individuals don't
receive the support they need because you kind of think
well "ohh they're just older". They're just old and
that's how they feel and its fine." (Participant #5,
Personal Interview, February 2013).
(B) Social Workers:
» "Again with the elderly it's just assumed, that that
don't like doing things they use to like doing because
they are old, and it's not that they are getting old'
it's because they are depressed." (Participant #9,
Personal Interview, February 2013).
• "What makes it more difficult to recognize depression
among the elderly is some of those common symptoms of
depression are overlooked with elderly. It's just kind
of like, well you're getting old and of course you are
going to be depressed. And so you are going to have
aches and pains and that's normal and really not
looking at some interventions to help them cope with
that." (Participant #9, Personal Interview, February
2013).
• "We are in a unique setting here at the hospital were
you see people pretty much at their worst; they are
sick and their defenses are down a bit. Is it
situational depression where we see here versus a
chronic problem with depression, so part of that would
be their reason for admission and we see more of the
younger population as a result of actions precipitated
by their depression." (Participant #16, Personal
Interview, February 2013) .
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Table seven portrays medical professionals'

perceptions regarding the negative side-effects

medications have on older patients as well as barriers to
interventions .

Table 6. Medication and Intervention Barriers

Medication and Intervention Barriers
(A) Nurses:
• "Especially with your elderly patients because
medications have so many side effects that it's not
good for the elderly. These medications can cause
anorexia, dehydration. So we give them the medication
and next thing we know we've caused something else and
now they have another reason to be depressed."
(Participant #7, Personal Interview, February 2013).
o
"Counseling doesn't work well. Medication doesn't break
down as well either cause nothing works quite as well.
I have all kinds of ideas that I think would work but
it's not a reality. The reality is you have to work
with what you've got." (Participant #15, Personal
Interview, February 2013).
• "Older people won't go to a counselor, psychologist, or
any kind of counselor because they feel mental illness
is a disgrace." (Participant #15, Personal Interview,
February 2013).
(B) Social Workers:
• "A lot of times they are put on medication and it's not
even working, so a change needs to be made. And when
they do get put on medication, sometime it causes other
side effects. And you have to pay attention to that
too. Is there some reaction to the medications or even
some of the negative side effects can be even more
depressing for some of these patients. So are things
that you definitely have to pay attention to."
(Participant #9, Personal Interview, February 2013).
® "You do have to be careful about what else is going on;
prescriptions such as Ativan/valium cause symptoms
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similar to depression. What we may write off as
depression is an effect of drug medications prescribe
to the elderly." (Participant #14, Personal Interview,
February 2013).
"Medication needs to be used very cautiously. I think
you really need someone who knows about geriatrics as
well as psychopharmacology because they do respond and
that's why we talk about the 3 D's because related to
medication, that's delirium and it's very treatable.
Medications to treat stomach problems like Tagamet,
also affected some of the same receptors in the brain
as anti-depressants. So it would block their update, so
they were getting depressed or delusional, but it was
because of medication. High anxiety is also a common
result from medications and is commonly experienced
with depression." (Participant #14, Personal Interview,
February 2 013) .

Decision Making Process for Recognizing
Depression among Elders

The following figures and tables help describe the

process medical social workers and registered nurses use
when recognizing depression among elder patients.
The figure below describes the steps or process used

by hospital social workers and nurses to recognize
late-life depression.

r-----------------Look for Red Flags:

(Behaviors/somatic ;
symptoms)

Determine Type of
Depression

Gettingto theRoot

(ChronicVs
Situational)

(Probing Questions)

r \

[ DetermineBestForm
of Treatment

---------

Figure 2. Process for Recognizing Late-Life Depression

57

Table eight identifies somatic symptoms and

behavioral indicators commonly seem among elder patients
suffering from depression within a hospital setting.

Table 7. Indicators of Depression (Red Flags)

Somatic Symptoms/Behavior Indicators of Depression
•
•
a

•
•
•
®
•
o
o

•
•
•
®
•
®
•
0

•
•
•

•
•
•
®

Withdrawn
Do not want to talk
Crying
Lack of appetite/not eating
Loss of interest (in things/people)
Stressed
Anxious
Difficulty sleeping/Insomnia
Sleeping too much
Fatigue/lack of energy/lethargic
Multiple falls/injuries
Isolating themselves
Avoid making eye contact
Responses are slow, drawn out, quiet, or very brief;
don't go into detail
Weight loss
Dehydration
Little movement
Not medication compliant
Confused
Appear despaired' or disinterested
Complains of general aches and pains (headaches,
abdominal pain, joint pain, fibromyalgia, arthritis, or
back pain)
Diagnosed with generalized weakness or chronic pain
syndrome (with no medical cause)
Making little improvement, when they should be
Frequent or recurrent visits to the hospital
Diagnosed with chronic or life threatening condition
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•
•
®
•
®
•
•
•
®
•
•
•
•
®
®

Concerned with end of life issues/death and dying
Always thinking about death, stating everyone is gone
except me
Turning away family and friends; not wanting visitors
Not wanting to be turned in bed
Patient states life isn't worth living anymore
Patient speaks of future as not holding much for them
Suicide Ideation
Patient expresses not wanting to be a burden to his or
her family members
Patient appears irritable, angry, combative or
pessimistic
Patient appears as though he or she is experiencing
dementia or delirium
Short term memory loss
Always present with negative views
Lack of personal grooming/Poor hygiene/unkempt
Talk negatively about support system or are remorseful
that they do not have one.
History of substance abuse

The following table depicts probing questions used

by medical staff to gain a deeper understanding of the

cause and severity of a patient's depression.

Table 8. Probing Questions

Probing Questions
Addressing the physical symptoms:
o Where is the pain located?
o What do you feel is causing the pain?
o What helps reduce the pain?
o Rate the pain from 1 to 10.
Gather a Timeline/Baseline:
o How long have symptoms been going on?
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o Have you had a previous experience like this
before? If so how did you cope with it before?
o Is it new or prolonged?
o Do they have a history of anxiety? Do you feel
that you worry often or get easily overwhelmed?
o Do they have a history of depression? Have you
felt sad, blue, or down lately?
o Have they ever taken psychotropic medication?
o Have they been seen by a psychologists or
psychiatrists before?
o What is your typical daily routine? How has it
been disrupted?
o Have you experienced a rapid decline in the last
few months or weeks?
Addressing feelings:
o Are you feeling down?
o At times do you feel hopeless?
o Are you feeling like nothing matters in your life
anymore?
o Do you feel that you are no longer contributing to
society or your family?
Support System:
o Do you have family nearby?
o Do you have people around you?
o Do you have an animal at home that you are worried
about?
o Do you have somebody to go home with?
o Is there going to be someone who comes take care
of you?
o What is your living and social life like? Are you
active?
o Who do you have in your life?
o How close are you with your spouse/family members?
o Are you affiliated with a church group?
o Have family been visiting you?
o Do you live close to family or friends?
o Do you have any pets that you provide care to?
o Who is able to help care for you when you are
home?
o Do you often feel that you are alone or lonely?
o Do you know anyone close to you who has also
experienced similar feelings who has been able to
overcome them?
Environmental causes:
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o What's going on at home?
o Have you experienced any losses recently?
o What medications/medicine are you currently
taking?
o Have you had to move to a smaller place or to a
skilled nursing facility recently?
o Do you or how often do you drink alcohol or smoke?
o Tell me a little bit about you and your life?
o What things do you enjoy doing?
o What medications are they taking? (can cause
depression among elderly)
o Look for a specific life event that may have
triggered the depression
o Any disruption in your regular routine?
o Are you involved in any clubs or activities?
o Have you been getting out of the house? If so, how
often?
o What do they do during their free time?
o Besides feeling sick are their other things going
on in your life right now that you are concerned
about?
o How are you doing financially? Are you having any
difficulty paying for your medications, caregiver
or living expenses?
o Sometimes you want to know if they know what the
medications do for them. "What reasons was that
given to you?" "for pain?" Do you find that helps
you as far as your emotional level?" "How are you
if you don't take the medication besides from
pain?"
Suicide Ideation:
o Do you think you would be better off dead?
o Do you have thoughts of hurting yourself?
o Have you or do you have current thoughts of
harming yourself?
o At times do you often feel like giving up?
Motivational/Change Questions:
o What would it take to get you involved or back to
good spirits?
o What type of services are you open to? What would
you like to change?
o Have you spoken with your doctor?
o Have you considered counseling as an option?
o Do you feel investing in a pet would bring you
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some happiness and give you purpose?
o What are some things that bring you joy or
happiness?
o Exploring new/alternative solutions with the
patient.
Conduct a Mental Health Exam
o Thoughts about future (hopeful or hopeless?)
o Do you have any current fears regarding your
health or the process of dying?
o Have you been able to bathe yourself?
o Are you able to take care of yourself without
assistance?
o Are you able to cook your own meals?
o How are you coping with where you are at now in
life? Or within the hospital?

The following table addresses the need to determine
whether a patient is experiencing chronic or situational

depression to determine the best form of intervention.

Table 9. Chronic versus Situational Depression

Chronic versus Situational Depression

(A)Nurses:
• "True depression is feeling, you know, sad and what
not and not having a reason for it. True depression
that needs medication are people that feel hopeless
and whatnot and they don't have an answer for why
they feel that way; they just do. (Participant #14,
Personal Interview, February 2013) .
• "Situational depression is more of an acute disease
whereas chronic depression stems from chronic
depression; they are completely different. It's much
more severe. Especially in the younger population
and they experience a chronic illness; you see
depression a lot. Along with substance abuse."
(Participant #12, Personal Interview, February

62

2013).
• "I don't know. For younger patients when it is about
depression, it is already an illness, it is already
far on the road. For older patients I don't see too
much chronic depression, it's just temporary or
situational and when you meet their needs they kind
of get out of it. Unless it's no code and it is a
physical situation where there is no hope and you
cannot cheer up the person, you just acknowledge
that the situation is going down." (Participant #18,
Personal Interview, February 2013).
(B)Social Workers:
• "It's good to know if whether something has recently
happened in their life that has contributed to the
depression such as loss of a spouse, a loss of a
pet, loss of a child, loss of a good friend,
anything like that. Or the awareness that they have
developed some sort of physical condition that is
either terminal or going to make their lives
miserable. That can cause depression as well. There
are a lot of variable that causes depression."
(Participant #6, Personal Interview, February 2013).
• "Loss of mobility and control over their life causes
depression and suicide ideation." (Participant #9,
Personal Interview, February 2013).
• "We use to call it reactive and endogenous. Reactive
meaning there is a specific stressor or trigger that
happened. And that's true, a certain amount of
depressive symptoms or sadness, you would expect.
Loss of a spouse, loss of dependence, a new
diagnosis, loss of a child, again that remains
something they are not expected to happen. Sometimes
you will find someone that this has been going on
for a long time. It can be written off as a
character thing, "ohh she's always like that; she's
always negative." You can really miss something
that's building up. You do have to be careful about
what else is going on." (Participant #14, Personal
Interview, February 2013).
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Data Interpretation
Results from this study indicate several important

findings for future social work practice. Barriers to

recognizing depression among older adults were identified
and an effective process for recognizing depression was
created as a result from this study. The following

information will describe these findings in further
detail.

Cultural Barriers
All but one participant agreed that culture plays a
significant role in recognizing late-life depression.

Results from this study show that medical practitioners
have a difficult time recognizing depression among
minority elders; especially among Asians, Middle

Easterners and Hispanics. Asians were depicted in this
study as being very stoic or private individuals, as they

are seen as not being open to sharing their feelings

regarding mental illness. This makes it very difficult
for staff to distinguish whether some Asians are

experiencing depression or if their behaviors are a

direct result of their cultural norms.
Beliefs about elder Hispanics were found to be most

interesting. Registered nurses primarily believed that
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elder Hispanics do not experience depression because they

are surrounded by supportive family members. Others

believed elder Hispanics do not opening share their

depression when family members are present because they

feel their younger generations depend on them for
guidance and support. As a result, elder Hispanics may
reframe from asking for help in order to remain strong
for family members.

Caucasians on the other hand were viewed as being
open to admitting their feelings related to depression.
Caucasians and Americans were seen as being very
assertive, inpatient and demanding of staff when their
needs were not met. In this study, it is believed that

practitioners where referring to Caucasians when they

were discussing Americans. Along with ethnicity, results
found that many minority women reframe from discussing

depression; especially if their culture supports the idea

of male dominance. In many cases, medical practitioners

had to speak to a male authority figure to gain
information about a woman's mental health needs because
she would not speak to or make eye contact with medical

staff.
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Results from this study suggest that practitioners

need to be familiar with minority cultures and be
sensitive when asking patients questions about mental
illness. Minority elders do not respond well to being

asked directly if they are experiencing depression or
anxiety. Using sensitive vocabulary such as sad, tired,

or nervous can reduce suspicion or fear among minority
elders and create trusting relationships between
practitioners and patients.
It is also important to involve family members when

possible to enhance the overall experience and gain
support from everyone involved. However, in some cases it

may be beneficial to assess patient's needs without
family members present; especially if the patient
believes he or she must be strong for other family
members. Last, nurses and social workers agree that it is

never appropriate to assume that all patients follow
their cultural norms. Medical practitioners emphasized

that it is important to take into account individuality
and acculturation levels when working with elders from
different ethnicities.
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Somatic Barriers
Results from this study show that registered nurses
and social workers agree that somatic symptoms related to

depression often resemble regular physical illness
commonly experienced in late-adulthood. Medical

practitioners suggest that it is difficult to determine
if physical symptoms are caused by depression or if
symptoms stem from regular physical decline. Recognizing

late-life depression1is difficult for practitioners
because elderly people who have never experienced

depression can also experience general body aches,

difficulty eating or sleeping, dehydration, lack of
energy, memory loss, confusion, or sadness. This makes it

extremely difficult to determine if an elderly person is

experiencing depression or common physical illness
related to aging. Several participants believed that
patients should be assessed for depression if they are

diagnosed with generalized weakness or chronic pain
syndrome. Both of these diagnoses do not identify any

medical related causes; therefore they are considered to

be somatic symptoms related to psychological issues.
In the hospital setting, nurses and doctors are not

looking at psychological factors contributing to physical
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illness. They are primarily concerned with medical

related causes. Often time's elderly patients do not
recognize their own somatic symptoms as being related to

depression either. This results in practitioners
overlooking depression as a contributing factor to older

adults experiencing physical health problems.
Generational Taboo's

Several concepts were gathered from the study's
findings with regards to generational differences among

patients. Majority of participants believed that elder
patients tend to be more stoic; they do not openly share
their problems with others outside of their immediate

family. Results from this study show that older

generations were raised to be independent and
strong-willed; thus making it very difficult for them to
ask for help. Mental illness is still considered a taboo

subject for older adults, whereas younger generations are

more accepting of the idea and willing to seek out help
for supportive services.

Nearly all of the social workers and registered

nurses believed that it is easier to recognize depression
among younger patients because they are generally

admitted to the hospital for substance abuse or suicide
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ideation related incidences as compared to older adults
who are frequently seen in the hospital for various

health related conditions. It appears from this study's
findings that older generations are still not fully
comfortable admitting to having a mental illness or
asking for help. This makes it exceptionally difficult
for practitioners to recognize depression or provide

effective intervention for older adults suffering from

depression.
Stigmatization Barriers

Stereotypical beliefs or ideas relating to physical
decline in late-adulthood were found to be a problem when

recognizing depression; particularly in a hospital
setting. Two stereotypical ideas emerged from this study.

First, it is assumed by some practitioners that physical
decline, isolation and moodiness are common behaviors

experienced in late-adulthood. By assuming these
behaviors or symptoms are a natural part of growing
older, many elderly people experiencing severe depression
are not being taken seriously.

The second stereotypical belief suggests that in a
hospital setting, it is assumed that all patients will

exhibit some physical decline and depression considering
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their health related problems. This makes it difficult to

recognize depression among older adults because physical
decline, fatigue and sadness are expected from nearly all
patients who walk through the door. As one participant so

eloquently stated,

"We are in a unique setting here at

the hospital where you see people pretty much at their

worst; they are sick and their defenses are down a bit"
(Participant #16, personal survey, February, 2013). As a

result of these stereotypical beliefs, it appears as
though late-life depression is being under-diagnosed.
Medication and Intervention Barriers

Results from this study show that medication and

anti-depressants appear to have negative side effects for
elderly patients. Medications commonly used to reduce
physical symptoms such as stomach pain, can negatively

affect the reuptake inhibitors causing depression among
elderly patients. Results from this study suggest that
Anti-depressant medication are not always effective for
older adults because they do not break down as quickly in
the blood stream as they typically do for younger people;

especially if they are taken with other medications. As a

result, elderly patients often experience more harmful
side effects directly related to prescribed medications
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as an attempt to reduce other physical or somatic

symptoms.
In addition to medication not being very effective
for older adults, findings from this study suggest that

majority of older patients are not open to receiving

counseling services. This creates a problem for
practitioners when trying to implement effective
intervention for patients suffering from late-life
depression. These barriers to intervention can cause many
elderly people to dive into deeper states of depression.

Indicators of Depression: Looking for Red Flags
The first step to recognizing late-life depression

requires medical practitioners to be familiar with signs
and symptoms related to depression and the elderly.

Results from this study suggest that it is important to
pay close attention to patients' behaviors or actions

throughout their hospitalization. Since the hospital's
patients are primarily older adults, medical staff needs

to be well-versed in being able to recognize indicators
of depression. Nurses especially spend the most time with

patients; therefore they need to be particularly
observant of their patients' mood stability and

behaviors.
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Findings suggest that there are numerous indicators
of depression that medical practitioners look for when

working with elder patients. Common behaviors that
medical practitioners look for include: being withdrawn,
not wanting to talk, lack of appetite, loss of interest,

anxiousness, difficulty sleeping, fatigue, isolating,
avoid making eye contact, irritable, angry, poor hygiene,

weight loss, rapid decline in health, disinterested,
frequent or recurrent visits to the hospital, history of

substance abuse, diagnosed with a chronic illness,
generalized weakness or chronic pain syndrome, responses
are slow, drawn out, quiet or very brief, speak

negatively about family or future, and verbally express
their future as having little to no hope. Other

indicators that were not shared by all participants, but
still held validity include: crying, multiple falls,

dehydration, little movement, not wanting to be turned in
hospital bed, complaining of general aches and pains,
making little improvement, concerned with end of life

issues or death and dying, turning away from friends and

family members, no family present at bedside, not
compliant with medications, and appear to be experiencing
dementia or delirium and/or short term memory loss. These
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findings suggest that the behaviors and verbal

expressions listed above are strong indicators of
late-life depression. Medical practitioners must be aware

of these behaviors and sensitive to them in order to
provide effective intervention for older adults.

Probing Questions
Probing questions are used by medical practitioners

to gather further information about patients exhibiting

depressive-like behaviors. When asked about probing
questions, participant's answers varied depending on
their educational background and role within the

hospital. Both nurses and social workers felt it was
important to ask patients about their social support
systems, previous medications and developing a timeframe
for when the behaviors started. Results from this study

show that registered nurses asked more questions related
to patients' somatic symptoms; whereas social workers ask

additional questions related to environmental causes,
suicide ideation, previous mental illness, and

motivational change talk. By asking such diverse
questions, medical practitioners can identify patients'

biological, psychological, and social needs as they

relate to late-life depression.
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Chronic versus Situational Depression

Results from this study suggest that there are
several differences that exist between chronic and

situational depression among elders. Majority of medical

practitioners agree that elders experience situational
depression more often than chronic depression.
Practitioners suggest that situational depression stems

from losses commonly experienced in late-adulthood; thus

contributing to increased feelings of sadness and
hopelessness. Losses commonly experienced in

late-adulthood include: loss of a spouse, child, family
member, friend, pet, independence, mobility, finances, or

health. Environmental causes such as transitioning from
ones house to a skilled nursing facility or being
diagnosed with a chronic illness are also contributing

factors that may result in situational depression for
some elders. Results from this study do not suggest that

elderly people do not experience chronic depression; it
simply means that medical practitioners encounter more

situational depression within a hospital setting.
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Limitations
This study had several limitations that could have

compromised the final results. The first limitation

consists of the majority of participants being Caucasian
and female. Out of 19 participants, 16 were Caucasian,

two where Hispanic and one was African American. Only two

participants where male; the other 17 were female. This

may explain why medical staff has a difficult time
recognizing depression among various cultures as well as
why the study shows little to no knowledge of African or

Native American cultures.
Second, majority of practitioners did not have
previous education or trainings related specifically to

geriatrics. Practitioners relied heavily on work
experience to answer questions related to late-life

depression. Lack of training or knowledge regarding
environmental changes and needs in late-life can affect
how one recognizes and treats depression. It is possible
that there are many other indicators or contributing

factors that relate to late-life depression that were not
mentioned in the study.

Last, registered nurses are very limited on time.
Many nurses gave quick and concise answers to the study
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questions and felt rushed through the interviews. Nurses
get only small increments of free time in-between caring
for all of their patients. As a result, further

information or techniques for recognizing late-life
depression by nursing staff could have been explored in
further detail.

Implications of Findings for Micro
and Macro Practice
Micro Social Work Practice

At the micro level, results from this study enabled

medical practitioners to gain a comprehensive and
consistent method for understanding the decision-making

process for recognizing late-life depression. As a result

of these findings, the researcher was able to develop a
holistic assessment tool for recognizing late-life

depression using culturally sensitive questions and
common indicators of late-life depression. This
assessment tool is called The Kaylian Late-Life

Depression Instrument (KLDI). This instrument differs

from the Geriatric Depression Scale because it goes
beyond asking yes or no questions. The KLDI assesses for

depression using a biopsychosocial approach by
indentifying observable behaviors, looking for possible
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causes of the depression and utilizing clients' natural

resources for intervention (See Appendix E to view The
Kaylian Late-Life Depression Instrument).

Macro Social Work Practice
At a macro level, results from this study can be
used to expand professionals' knowledge regarding

depression and the elderly. The Kaylian Late-Life
Depression Instrument can be used in other agencies as a
guide for health care professionals to identify

depression among older adults. Because depression among
the elderly is so prevalent in nursing homes and

hospitals, it is imperative that, medical practitioners
are familiar with and have an assessment tool for

recognizing late-life depression.

Implications for future research involve identifying
effective ways to recognize and assess depression among

minority elders. Further research and/or trainings need

to be provided for medical staff to understand what kind

of medications or psychotropic drugs have negative side
effects on older adults. Psychiatrists and physicians
need to be familiar with both geriatrics and
psychopharmacology to provide effective treatment for

elderly clients suffering from late-life depression.
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Last, findings from this study show that further research
needs to go toward finding alternative interventions for

elderly clients suffering from mental illness, as

psychotropic drugs do not always work and counseling
services do not appeal to the elderly. Results from this

study show that depression for elderly patients is

generally caused by situational events or losses in one's
life. Therefore, family involvement, religion and case

management may be effective interventions that need to be

looked at further for helping elders suffering from
late-life depression.
Summary
Chapter Four discussed the process of data analysis

using the bottom-up approach. The process of open, axial

and selective coding was discussed in relation to how the
researcher designed an assessment tool for recognizing
late-life depression. Limitations were discussed to
identify how cultural differences, limited time by

nursing staff, and lack of geriatric training could have
changed the outcome of the study's findings. Last, this
chapter identified how the study's findings contribute to
both micro and macro social work practice as well as
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ideas for future research related to older adults and
depression.

7
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CHAPTER FIVE
TERMINATION AND FOLLOW UP

Introduc t ion

Chapter five explains in detail how the researcher
communicates the findings to participants, terminates the

study, and establishes an ongoing relationship with the
study site. This chapter discusses the researcher's
dissemination process for educating Redlands Community
Hospital's staff on how to use the Kaylian Late-Life

Depression instrument. Last, Chapter five discusses how
the researcher will speak with other agencies that work

closely with the elderly population to encourage them to
use the Kaylian Late-Life Depression Instrument as well.

Termination of Study

Now that the data is collected and analyzed using
the bottom-up approach, the results from the study will

be shared with the participants at Redlands Community
Hospital. Common themes found from the study will be
shared with participants and the Kaylian Late-Life

Depression Instrument will be taught to key stakeholders.
The presentation and trainings will serve as the
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termination process between the researcher and the
participants.
Communicating Findings to Study
Site and Study Participants
The researcher will provide a short presentation and

encourage study participants to take part in reporting
the findings. The presentation will mark the end of the

study and act as the process for terminating the

relationship between the researcher and the participants
at Redlands Community Hospital. The researcher will bring

food to the presentation meeting. The results from the
study will be presented using diagrams, tables,

photographs, social artifacts, and other handouts to
participants.

Once the presentation is completed, the researcher
will further express her gratitude to the individuals who
participated in the study. The researcher will provide

them with contact information if they have any further
questions or concerns regarding the study. The researcher
will also explain to participants that the official

write-up will be emailed to them or can be found at

California State University San Bernardino's library.
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Ongoing Relationship with Study Participants
After termination, the researcher will contact the
participants via e-mail to attach a copy of the study
report for viewing purposes. Aware that some participants
will want to continue discussing the focus topic, the

researcher will encourage participants to email her if
they had any further thoughts or concerns. Last, the

researcher will send out "thank you" letters to show
further gratitude to each person involved in the study.

Dissemination Plan
In addition to providing a copy of the written
report to the medical staff at Redlands Community

Hospital and the library at California State University
San Bernardino, the researcher created the Late-Life

Depression Instrument for Redlands Community Hospital to
use when recognizing depression among elderly patients.

Now that the instrument is finished, the researcher will

talk with the social work director and nurse educator at

Redlands Community Hospital to see if they are interested

in using the instrument for recognizing late-life
depression. The researcher will also contact other
hospital social work departments, skilled nursing homes,
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and other agencies that work with the elderly population
to see if they too are interested in using the Kaylian

Late-Life Depression Instrument.
Summary
The fifth and final chapter discusses how the

researcher will terminate the study by communicating the
findings to participants and establishing an ongoing

relationship with the study site. This chapter also
discusses the researcher's dissemination process for
educating Redlands Community Hospital's staff on how to

use The Kaylian Late-Life Depression Instrument. Last,

this chapter explained how the researcher will reach out
to other agencies in the community that work closely with
the elderly population to encourage them to also use The

Kaylian Late-Life Depression Instrument.
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APPENDIX A

DATA COLLECTION INSTRUMENT
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Interview Questions
1)

How are you doing today?

2) Do you have any concerns before we get started?
3) What is your job title?
4)

What Unit (s) do you typically cover?

5)

How many years of experience do you have working with the elder
population?

6)

Have you taken any general trainings that have prepared you to work elders
here?

7)

When with an elder patient, what are some indicators that you look for when
recognizing depression?

8)

What follow up questions might you ask patients if you suspect they may be
suffering from depression?

9)

From your experience, what are the physical symptoms that elder patients
commonly complain of when they are experiencing depression?

10) Do you feel it is important to take culture into consideration when looking for
indicators of depression among elder patients?
11) Do you feel that it is more difficult to recognize depression among elder
patients (65 and older)than it is among younger patients (18 to 40)? If so why?
12) Do you feel that it is difficult to recognize depression among elders because its
physical symptoms often resemble illness commonly experienced in late
adulthood?
13) Identify participant’s ethnicity

Developed by Kayli Stohler
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APPENDIX B
INFORMED CONSENT AND AUDIO CONSENT
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Informed Consent
Thank you for considering being a part of this study. The purpose of this study
is to gain a collective decision-making process for how medical social workers and
licensed nurses recognize late-life depression in elderly patients at Redlands
Community Hospital. This study will be carried out using a post positivist approach to
research by conducting interviews with participants. Interviews will last
approximately 20 to 30 minutes per person.
Benefits from this study will contribute to both micro and macro practice as the
data collected will help the researcher develop a tool for recognizing late-life
depression among elderly patients. There are no foreseeable risks for participating in
this study. Names of participants will remain anonymous to protect participant
confidentiality and results from the study will not be used to negatively reflect the
employees at Redlands Community Hospital.
This study is a graduate level project. Data collected from the interviews will
be written in the final paper and be available to read at California State University San
Bernardino. This project has been approved by the School of Social Work
Sub-Committee of the Institutional Review Board of California State University, San
Bernardino. This study is being conducted by Kayli Stohler under the supervision of
Dr. Tom Davis, Associate Professor at California State University, San Bernardino.
This study is entirely voluntary; participants are not forced to participate and those
who do chose to be a part of the study may leave at anytime.

I have read the following information, understand its purpose, and agree to be a
participant in the study.
Check box:

Yes [ ] No [ ]

Date:____________

*If you have any further questions regarding this study please discuss it with the
researcher, Kayli Stohler in person or by E-mail: KayliStohler@aol.com

Audio Written Consent Form
I agree to be recorded throughout the interview. I am aware that what I say during the
interview will be recorded, typed out, and used in the final paper.
Checkbox:

Yes [ ] No [ ]

Date:_____________
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APPENDIX C

DEBRIEFING STATEMENT
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Debriefing Statement
Thank you for your participation in this research study. The purpose of this
interview will help the researcher identify a collective decision-making process for
recognizing depression among the elderly population.

For the purpose of this study, the researcher asks that you do not share the
interview questions with other participants until they have been interviewed.
If you have any questions about the study, please feel free to contact Professor

Tom Davis at 909-537-3839. If you would like to obtain a copy of this study, please
refer to the California State University, San Bernardino, John M. Pfau Library after

September 2013.
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APPENDIX D
GERIATRIC DEPRESSION SCALE, SHORT FORM (GDS)
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Geriatric Depression Scale Short Form

1.

Are you basically satisfied with your life? YES/NO

2.

Have you dropped many of your activities and interests? YES/NO

3.

Do you feel that your life is empty? YES/NO

4.

Do you often get bored? YES/NO

5.

Are you in good spirits most of the time? YES/NO

6.

Are you afraid that something bad is going to happen to you? YES/NO

7.

Do you feel happy most of the time? YES/NO

8.

Do you often feel helpless?

9.

Do you prefer to stay at home, rather than going out and doing new things?
YES/NO

10. Do you feel you have more problems with memory than most? YES/NO
11. Do you think it is wonderful to be alive now? YES/NO

12. Do you feel pretty worthless that way you are now? YES/NO
13. Do you feel full of energy? YES/NO
14. Do you feel that your situation is hopeless? YES/NO
15. Do you think that most people are better off than you are? YES/NO

Stanford University Aging Clinical Research Center. (2012). Geriatric depression
scale: Shortform. Retrieved from http://www.stanford.edu/~yesavagc/
GDS. english. short.html
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APPENDIX E
THE KAYLIAN LATE-LIFE DEPRESSION INSTRUMENT (KLDI)
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The Kaylian Late-Life Depression Instrument
Circle the following behaviors exhibited by the patient/client:
Withdrawn

Isolating

Irritable/angry/combati ve

Lack of appetite

Lack of personal grooming/hygiene

Lack of eye contact

Not eating meals

Responses slow, drawn out, quiet or brief

Short term memory

Weight loss

Not medication compliant

Episodes of delirium/dementia

Loss of interest

Disinterested

Making little to no improvement

Anxious

Complains of general aches and pains

Has little to no visitors

Difficulty sleeping

Recurrent/frequent visits to hospital

Diagnosed with generalized weakness

Sleeping too much

Diagnosed with chronic illness

Diagnosed with chronic pain syndrome

Fatigue/lack of energy

Not wanting visitors

Expresses wish to die

Lethargic

Concerned with death and dying

Asks for more morphine than necessary

Multiple fall s/inj uries

Speaks of future as not holding much hope1

Hx of anxiety or depression

Hx of substance abuse

Experienced recent loss

Concerned about his/her pets

Probing Questions: (If patient exhibits more than 5 behaviors, ask the following culturally sensitive
questions)
■

Do you feel comfortable answering these questions alone or would you prefer family present?

■

Have you been feeling sad, down, stressed, or hopeless? (If so, for how long?)______________

■

Have you found it difficult to sleep, eat, or care for your needs?____________________________

■

How long have you been experiencing these feelings or behaviors?_________________________

■

Do you take medication to reduce stress, irritability, or fatigue? (If yes, what kind?)________

■

Have you experienced a recent loss in your life that may have triggered these feelings (loss of
a spouse, friend, pet, living independently, loss of mobility)?_______________________________

■

Do you feel at times that you are losing control over your own life (physical decline,
helplessness)?______________________________________________________________________________

■

Do you have anyone in your life (friends or family members) who is currently supportive of
you?_______________________________________________________________________________________

■

Are you involved in activities or groups (church)?__________________________________________
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■

How have you been managing to take care of your needs at home (hygiene, food, shelter,
clothing, finances)?____________________________________________________________________

Do you worry about not being able to care for your family members, as they look up to you
for guidance and maturity?________________________________________________________________

■

Do you or have you ever had thoughts of harming yourself? (If yes, does patient have a plan
or means to follow through?)______________________________________________________________

Offering Support and Resources: (Ask patient if he or she is interested in any of the following options
and check all boxes that apply)
■
■

Speak with Physician regarding anti-depressant medication................................................................. □
For additional support, contact social services for the following needs.............................................
■
Patient/Client exhibits suicidal ideation........................................................................................
■
Further emotional support, grief support, counseling or resources.....................................
H Wishes to contact friends/family members not present at bedside....................................... |—|
■
Wishes to speak with a Pastor or gain support from a church group..................................
■
Needs help with financial assistance, advance directives or end of life decisions......
q

q

q

q

q

Developed by Kayli Stobler
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APPENDIX F
RAW DATA
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Table 1. The Five Codes

I. People:
® Elderly
• Old people
• Older generations
• Younger generations
• Younger people
• BSW/MSW/ACSW/LCSW; medical social workers
• RN/LVN/Charge Nurse/Nurse Educators
• Doctors
® Social Services
® Older Patients
• Younger P ati ents
® Pets
• Community
• Neighbors
« Women
• Men
© Church group/Religion
• Family
• Spouse
• Friends
• Support system
• Asian
« Caucasians
• Hispanics
• Hispanic women
• Muslim
• African Americans
• Eastern European (Bulgarian)
• Native Americans
• Koreans
• Germans
• Puerto Ricans
• Saudi Arabian Women
^Researcher’s Thoughts: This research project explored how medical staff (nurses
and social workers) identify depression among elder patients in a hospital setting.
Results from this study show that support from family, loved ones, friends, religion,
and pets are strong indicators that a person will be less depressed. Ethnicity, culture
and gender also played important roles in how staff recognizes depression among
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elder patients.

II. Places:
A. Settings:
• Redlands Community Hospital
• Transitional Skilled Nursing Facility
• Intensive Care Unit
• Emergency Department
• Medical/Surgery Unit
• Radiology
• Behavioral Health Unit
• NICU, Post Partum, & Labor and Delivery
• Home Health and Hospice
• Observation Unit
B. Training/Education
• College
• MSW graduate program
• Social Work Conferences
• Alzheimer’s Association
• Convalescent Home
• Seminars
• LVN Program- geriatric classes; address physical and psychological needs
• Death and Dying education course
C. Previous work
• Doctors office
• San Bernardino Country
• Loma Linda Hospital
• County IHSS
• APS
• Hospice and Home Health
• Therapist
• Dialysis settings
• Rehabilitation

^Researcher’s Thoughts: Participants were chosen from different units within the
hospital to get a well-rounded perspective of how depression is recognized among the
different units such as ICU, Med/surg, SNIF, ER, Behavioral Health and Observation.
Also, majority of participants’ state that they have had very little to no training,
specifically pertaining to elders social or psychological needs.
III. Things:
A. Physical Svmpto ms/B eh avi or Indicators of Depression
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•
•
•
•
•
•
•
•
•
•
•
•
•
•
®
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
«
•
•
•
•
•
•

Withdrawn
Do not want to talk
Crying
Lack of appetite
Not eating
Loss of interest (in things/people)
Stressed
Anxious
Difficulty sleeping/Insomnia
Sleep too much
Fatigue/Lack of energy
Overly tired/lethargic
Multiple falls/injuries
Isolating themselves
Avoid making eye contact
Curled up in bed
Responses are slow, drawn out, quiet, or very brief; don’t go into detail
Weight loss
Dehydration
Little movement
Often stair into space
Not medication compliant
Confused
Do not want to be bothered
Feel discouraged from making improvement
Appear despaired or disinterested
Complains of general aches and pains (headaches, abdominal pain, joint
pain, fibromyalgia, arthritis, or back pain)
Diagnosed with Generalized Weakness or Chronic Pain Syndrome (with
no medical cause)
Pt making little improvement, when they should be
Frequent or recurrent visits to the hospital
Lights in room are always dim
Diagnosed with chronic or life threatening condition
Concerned with end of life issues/death and dying
Always thinking about death, stating everyone is gone except me
Turning away family and friends; not wanting visitors
Not wanting to be turned in bed
Pt states life isn’t worth living anymore
Pts speaks of future as not holding much for them
Suicide Ideation
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•
•
•
•
•
•
•
•
•

Ask for more morphine than is recommended
Pt stops caring about their treatment or making medical decisions
Pt is fearful of the future; feels doom is lingering right over the horizon
Pt expresses not wanting to be a burden to his or her family members
Pt appears irritable, angry, combative or pessimistic
Pt appears as though he or she is experiencing dementia or delirium
Short term memory loss
Always present with negative views
Lack of personal grooming/Poor hygiene/unkempt

B. Environmental Indicators
• Experienced a loss (friend, spouse, family member, child, mobility, vision,
hearing, independence, money, pet, etc)
• Role confusion (learning new roles that was once the deceased spouses
role)
• Prescribe medications and their side effects (What medication is pt
taking?)
• Is family or support system involved? Is patient getting visitors?
• Talk negatively about support system or are remorseful that they do not
have one.
• Hx of substance abuse
• Financial problems
• Transitioned from home to SNIF/care facility

* Researcher’s Thoughts: This code shows that there are numerous behaviors and
environmental factors that contribute to the cause and recognition of depression.
IV. Ideas:
Probing questions

(A) Nurses:
• Addressing the physical symptoms:
o Where is the pain located?
o What do you feel is causing the pain?
o What helps reduce the pain?
o Rate the pain from 1 to 10.
o At what time of the day is the pain the worst?
o Have you been feeling tired or exhausted?
• Timeline/Baseline Questions:
o How long has it been since you haven’t had an appetite?
• Addressing feelings:
o Are you feeling down?
o At times do you feel hopeless?
o Are you feeling like nothing matters in your life anymore?
99

•

•

•

o Do you feel that you are no longer contributing to society or your
family?
o I will try to cheer them up and motivate them to change.
Support System:
o Do you have family nearby?
o Do you have people around you?
o Do you have an animal at home that you are worried about?
o Do you have somebody to go home with?
o Is there going to be someone who comes in to take care of you?
o What is your living and social life like? Are you active?
o Spend a few extra minutes with pts to build trust and rapport.
Looking at environmental causes:
o What’s going on at home?
o Have you experienced any losses recently?
o What medications/medicine are you currently taking?
o Have you had to move to a smaller place or to a skilled nursing
facility recently?
o Do you or how often do you drink alcohol or smoke?
o Tell me a little bit about you and your life?
o What things do you enjoy doing?
Suicide Ideation:
o Do you think you would be better off dead?
o Do you have thoughts of hurting yourself?

(B) Social Workers:
« Gather a timeline/Baseline
o How long have these symptoms been going on?
o Have you had a previous experience like this before? If so how did
you cope with it before?
o Is it new or prolonged?
o Do they have a Hx of anxiety? Do you feel that you worry often or
get easily overwhelmed?
o Do they have a Hx of depression? Have you felt sad, blue, or down
lately?
o Have they ever taken psychotropic medication?
o Have you been seen by a psychologists or psychiatrists before?
o What is your typical daily routine? How has it been disrupted?
o Have you experienced a rapid decline in the last few months or
weeks?
• Looking at support system:
o Who do you have in your life?
o How close are you with your spouse/family members?
o Are you affiliated with a church group?|
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Have family been visiting you?
Do you live close to family or friends?
Do you have any pets that you provide care to?
Who is able to help care for you when you are home?
Do you often feel that you are alone or lonely?
Do you know anyone close to you who has also experienced
similar feelings who has been able to overcome them?
• Environmental causes:
o What medications are they taking? (can cause depression among
elderly)
o Look for a specific life event that may have triggered the
depression
o Disruption in regular routine
o Are you involved in any clubs or activities?
o Have you been getting out of the house? If so how often?
o What do you do during your free time?
o Besides feeling sick are their other things going on in your life
right now that you are concerned about?
o How are you doing financially? Are you having any difficulty
paying for your medications, caregiver, or living expenses?
o Sometimes you want to know if they know what the medications
do for them. “What reasons was that given to you?” “for pain.” Do
you find that helps you as far as your emotional level?” “How are
you if you don’t take the medication besides from pain?”
• Motivational/Change Questions:
o What would it take to get you involved or back to good spirits?
o What type of services are you open to? What would you like to
change?
o Have you spoken with your doctor?
o Have you considered counseling as an option?
o Do you feel investing in a pet would bring you some happiness and
give you purpose?
o What are some things that bring you joy or happiness?
o Exploring new/altemative solutions with the patient,
• Conduct a Mental Health Exam
o Thoughts about future (Hopeful or hopeless?)
o Do you have any current fears regarding your health or the process
of dying?
o Have you been able to bathe yourself?
o Are you able to take care of yourself without assistance?
o Are you able to cook your own meals?
o How are you coping with where you at now in your life? Or in the
hospital?
• Suicide Assessment:

o
o
o
o
o
o
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o Have you or do you have current thoughts of harming yourself?
o At times do you often feel like giving up?

^Researcher’s Thoughts: This section underlies important probing questions medical
social workers and nurses ask patients in order to gain a deeper understanding of what
is causing the depression and how severe it is.

Taking Culture into Consideration
(A) Nurses:
(1) General Ideas:
• “Yes because you have to start figuring out ways to start asking questions
to draw them out without coming right down on the subject.’YParticipant
#3, Personal Interview, February 2013).
• “There are some cultures that are more stoic than others.” (Participant #4,
Personal Interview, February 2013).
• “It is because in certain cultures it is considered weak to admit this.”
(Participant #7, Personal Interview, February 2013).
• “I think you have to not directly ask if it is depression, I think you have to
kind of go around and ask about their losses, pain, and feeling tired.”
(Participant #7, Personal Interview, February 2013).
• “Including the family in the process is also really helpful because they can
tell you what’s going on at home.” (Participant #7, Personal Interview,
February 2013).
• “Yeah I do because I think there are certain cultures that a lot more quiet
about it.” (Participant #12, Personal Interview, February 2013).
• “Some people tend to be more stoic, but I feel it does make a difference. I
think it’s more subtle and I think over time you kind of start to recognize it
more than you would in the beginning as a nurse, but I think for sure each
person is different to be honest.” (Participant #12, Personal Interview,
February 2013).
• “You have to look a little more carefully with other cultures.” (Participant
#15, Personal Interview, February 2013).
• “I have patients who do not speak English, it is very difficult. I have a
translator, but it is not the same. It’s not the sharing and trust building that
I would like.” (Participant #18, Personal Interview, February 2013).
• “As a nurse you try to get social services involved so that they can spend a
little more quality time, as to where we have to go with our other patients
and do other things. Cause I think it is important to see what they say
when they are with family and when they are alone because it may be two
different things. A lot of time the elderly feel that the person who is
strongest in their family is the one that is going to protect them and speak
for them, but they almost feel like that is what they have to go with.
Whatever they say, that’s what I have to do. When it shouldn’t have to be

102

like that. So I think a lot of times they don’t speak up because a lot of
times they have to do what the other person tells them to do. I think you
might get a better story when they are by themselves.” (Participant #19,
Personal Interview, February 2013).
(2) Hispanics/Latinos/Mexicans
• “Like Hispanics, especially older Hispanic women are much more quiet
about it.” (Participant #12, Personal Interview, February 2013).
• “Hispanics usually care for their own. The least depressed from my
experience are Hispanics because they have lots of family and support.”
(Participant #13, Personal Interview, February 2013).
• “The Hispanics keep it more to themselves within the family.” (Participant
#13, Personal Interview, February 2013).
• “Family is a big factor in Mexican culture; they don’t have depressed ,
people because family is there to cheer them up.” (Participant #17,
Personal Interview, February 2013).
• “Like the Hispanics, most of the time there is a lot of family involved, so
if they are depressed they may be trying to hide it from their family, so
you may not notice it until they are alone. That’s when you kind of
recognize it a little bit more. Me being a Hispanic, I notice with my
grandparents, there are so many problems going on in their families to
where they are caring this burden because their families are not getting
along but yet they still have to be the strong person of their family. They
feel that if something ever happens or something goes wrong, it’s sort of
their fault. It’s a different story when they are alone. Because maybe they
will show signs that they are depressed and have a lot of burdens that they
are caring.” (Participant #19, Personal Interview, February 2013).
(3) Asians:
• “Asian cultures are a little reluctant to talk about it. It is considered a
weakness, something very private and something that is just not discussed.
So it is hard to determine if depression exists with them.” (Participant #7,
Personal Interview, February 2013).
• “Asians keep it more to themselves within the family.” (Participant #15,
Personal Interview, February 2013).
• “Asian people are often very stoic; won’t ask for pain medication and they
can be fairly non-interactive with you too and yet they are not really
depressed.” (Participant #15, Personal Interview, February 2013).
• “Asian, they do not have so much visitors and have higher risks of
depression and they are not open to share.” (Participant #17, Personal
Interview, February 2013).
• “Asians they are more prone to be withdrawn and it’s easy to
misunderstand the culture and the language. We don’t know if they are
depressed.” (Participant #17, Personal Interview, February 2013).
• “The Asian culture I have noticed that they tend to just not speak about
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anything and it’s really hard to distinguish whether they are depressed or
whether that’s their culture.” (Participant #19, Personal Interview,
February 2013).
(4) Caucasians
• “When I see just regular Caucasian/white people, they don’t seem as quiet
about it, they seem much more vocal about it.” (Participant #12, Personal
Interview, February 2013).
• “Caucasians are more open about it. Caucasians want answers right away.”
(Participant #13, Personal Interview, February 2013).
• “There was actually a white lady in her 80’s or something and her family
was there, was really involved and wanted certain things done and I waited
until I got time alone with her because it just seemed like she was kind of
hesitant with whatever they were doing and she started opening up as if
that was what she was waiting for; some time alone with someone she
could really trust. She was telling me that she was just feeling like more
frustration and feeling like she didn’t want to live anymore because she
felt she was being controlled by her family and she felt like her being at
her age, not being able to do things for herself; she felt hopeless.”
(Participant #19, Personal Interview, February 2013).
(5) Native Americans:
• “Indian cultures also take good care of their own and want to be involved.”
(Participant #13, Personal Interview, February 2013).
• “Indians keep it more to themselves within the family.” (Participant #13,
Personal Interview, February 2013).
(6) Middle Eastern:
• “I can give you an example I had a Saudi Arabian woman who was
interviewing for triage and she wouldn’t look at me, she wouldn’t answer
my questions. But she wasn’t wearing anything to allow me to see what
culture she was from. We thought this lady was either abused and afraid to
tell anybody, but something was going on. It was really difficult to try and
find out what was going on with her. Finally we had her husband come in
and he answered all of her questions for her and it was definitely cultural
that she was not allowed to talk to anyone unless he was there. So you
have to know the culture for instance.” (Participant #17, Personal
Interview, February 2013).
(7) Americans:
• “Sadly, I think Americans are the worst at taking care of their own; the
families don’t always want to stay or aren’t really involved. They are
either afraid to and we are not taught how to be a parent in our schooling
and now that parents are living longer; their own children; a lot of it I
think is lack of knowledge.” (Participant #13, Personal Interview,
February 2013).
• “Some Americans want to run the show: “I want to see the doctor right
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now”; they tend to be a little bit more rude at times.” (Participant #13,
Personal Interview, February 2013).
• “I think Americans tend to be more inpatient and I am not saying this is
hard fact with every person because in every culture there are differences,
but generalizing.” (Participant #13, Personal Interview, February 2013).
• “Americans they are different. When they have their family support, most
of them are much much better than without family support.” (Participant
#18, Personal Interview, February 2013).
(8) Women:
• “Like Hispanics, especially older Hispanic women are much more quiet
about it.” (Participant #12, Personal Interview, February 2013).
• “I can give you an example I had a Saudi Arabian woman who was
interviewing for triage and she wouldn’t look at me, she wouldn’t answer
my questions. But she wasn’t wearing anything to allow me to see what
culture she was from. We thought this lady is either abused and afraid to
tell anybody, but something is going on. It was really difficult to try and
find out what was going on with her. Finally we had her husband come in
and he answered all of her questions for her and it was definitely cultural
that she was not allowed to talk to anyone unless he was there. So you
have to know the culture for instance.” (Participant #17, Personal
Interview, February 2013).
(B) Social Workers:
(1) General Ideas:
• “There are certain cultures that are more naturally withdrawn and not open
to talking, but that does not mean that they are depressed.” (Participant #1,
Personal Interview, February 2013).
• “Depression can be a taboo subject in some cultures and it’s not really
recognized and not really talked about.” (Participant #1, Personal
Interview, February 2013).
• “Different cultures have different opinions regarding TX, counseling and
taking medication”. (Participant #1, Personal Interview, February 2013).
• “It can totally change your assessment of them.” (Participant #2, Personal
Interview, February 2013).
• “It’s all about seeing where the patient is coming from.” (Participant #2,
Personal Interview, February 2013).
• “Yes, absolutely no matter what because I think in different cultures there
are different ideas around of hygiene and different ideas around social
interaction and of activities that maybe gender specific too.” (Participant
#5, Personal Interview, February 2013).
• “Especially like, I think sometimes and I don’t want to sound awful, but
hygiene is very different among different cultures. If we are looking at
someone in terms of motivation to care for themselves, that might look
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different depending on cultural background. Just different norms.”
(Participant #5, Personal Interview, February 2013).
“Ohh most definitely. Yes, you really need to know something about the
various cultures that you work for. The way you approach them may be
different.” (Participant #6, Personal Interview, February 2013).
“You need to be careful about the wav you approach certain people so that
you don’t offend them and lose them sort of speak, so that your chances of
getting anywhere with them are over.” (Participant #6, Personal Interview,
February 2013).
“Cultural support systems vary a lot and that makes a difference.”
(Participant #9, Personal Interview, February 2013).
“It is important to take into account culture, but not to assume that a
person has support because of their culture.” (Participant #9, Personal
Interview, February 2013).
“Some individuals based on the culture, the support is important to them
and necessary and in other cultures it’s just not really important.”
(Participant #9, Personal Interview, February 2013).
“In some cultures that talk about more physical elements and again I think
that’s because it’s more acceptable and the mental health/depression is not
something that is really recognized or accepted in the culture and they
don’t want people to think that they are crazy.” (Participant #9, Personal
Interview, February 2013).
“Yes, differences exist between cultures. You cannot assume they will
follow their cultural norms however. Each person regardless of their
culture has unique qualities to them. There are many people who don’t
stereotypically fit their cultural profile.” (Participant #10, Personal
Interview, February 2013).
“It is a factor. People from difficult cultures dress, act, and live differently.
(Participant #11, Personal Interview, February 2013).
“Sometimes mental illness can be seen as a weakness in some cultures.”
(Participant #11, Personal Interview, February 2013).
“Or there may be a spiritual connection where the family feels the mental
illness is caused by a demonic creature. Many cultures believe that cancer
is caused by demons attacking the body.” (Participant #11, Personal
Interview, February 2013).
“Ohh yeah, it is. It’s funny how we have to be careful not to be tripped up
with that because you can have people who might demographically be put
in this culture, but if they have lived maybe biculturally they don’t follow
that. So I tend not to make assumptions, but I am aware.” (Participant #8,
Personal Interview, February 2013).
“Anybodies action is to be real stoic.” (Participant #16, Personal
Interview, February 2013).
“But culturally, some cultures are better at acknowledging that depression
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is a problem.” (Participant #16, Personal Interview, February 2013).
“There is still a lot of stigmatization; there is a lack of understanding that
this can be a physical aliment and it’s serious. A lot of people downplay it
and say “ohh I have just been down for a few days” and then you find out
a few days is really several months.” (Participant #16, Personal Interview,
February 2013).
• “I don’t know that your feelings would change if you were in a different
culture regarding your situation. You know the things that are important to
you or not; you still have the same hopeless feeling because of the loss you
have occurred both of the friends, family; maybe you’re not in your home
anymore and can’t have your dog that you have had for years, or maybe
your dog dies too. So even culturally those things would change if you
were in a different culture necessarily, but I do think having somebody
who can speak to your culture around, in your life, might help bring some
realities, some comforts, some familiarity to your life. I am trying to think
if there is any culture where depression is accepted and I don’t think so.”
(Participant #16, Personal Interview, February 2013).
® “There is certainly cultures were you don’t talk about feelings and so a
culture like male versus female.” (Participant #16, Personal Interview,
February 2013).
(2) Hispanics/Latinos/Mexicans:
• “The Mexican Culture is going to have a lot more support from family.”
(Participant #2, Personal Interview, February 2013).
• “For a Hispanic person extra support would be a good intervention.”
(Participant #9, Personal Interview, February 2013).
• “Now I have a very mixed bag experience with Hispanics. I have some
families who are very open, “were she gets really down or depressed”. A
lot of cultures where they really value the grandma being in charge to a
certain degree and the person they still go to for questions and what not.
Those women I think have a harder to recognizing and acknowledging that
they are depressed. Whether that’s just a matter of admitting a weakness or
whether they whether they are just afraid of whatever that may mean for
them, what else is coming.” (Participant #14, Personal Interview, February
2013).
• “Puerto Rico or Spanish type background where that are highly emotional
and demonstrative of those emotions.” (Participant #16, Personal
Interview, February 2013).
(3) Asians
• “The Asian culture is much more private or they may not make eye
contact and that might be inherent in how they respond all the time. That
may not necessarily be an indicator of depression.” (Participant #2,
Personal Interview, February 2013).
® “I have had a lot of Korean patients and sometimes that’s harder to tell for

®
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me.” (Participant #14, Personal Interview, February 2013).
(4) Caucasians
• “A lot of support may not be the best solution for a Caucasian. In fact they
might get a little more anxious or irritated with somebody in their space.”
(Participant #9, Personal Interview, February 2013).
(5) African Americans:
• “For an African American person, extra support would be a good
intervention.” (Participant #9, Personal Interview, February 2013).
(6) Middle Eastern:
• “Muslim individuals are often afraid of outsiders becoming involved with
family matters and highly discourage receiving mental health services.”
(Participant #11, Personal Interview, February 2013).
(7) Eastern European:
• “An Eastern European individual, I know a lot of Bulgarian individuals
whose body odor wasn’t a concern for them. And I know that sounds
awful and I am sounding really prejudice.” (Participant #5, Personal
Interview, February 2013).
(8) German:
• “German, they aren’t known for being emotional people So if you have a
patient who is German who is in there just crying, that is certainly
something to consider because that is not typical for them to show their
emotions.” (Participant #16, Personal Interview, February 2013).
(9) Americans:
• “I think in America for example, I think we are more concerned about
hygiene and body odor and all of these things more than some other
cultures are.” (Participant #5, Personal Interview, February 2013).
(10) Men:
• “Men in that generation who have lost their wives, or their wives are more
sickly than them; they really don’t know how to care for themselves. So
there’s a part of that, that’s all new to them. Their wife has always washed
the dishes, taken care of the clothes.” (Participant #16, Personal Interview,
February 2013).
(11) Women:
• “In some cultures women stay home more, so maybe a woman being
more, if she is older and staying in the house more and doing more stuff at
home and being more docile, that’s something that might be very
cultural.” (Participant #5, Personal Interview, February 2013).
• “Now I have a very mixed bag experience with Hispanics. I have some
families who are very open, “were she gets really down or depressed”. A
lot of cultures where they really value the grandma being in charge to a
certain degree and the person they still go to for questions and what not.
Those women I think have a harder time recognizing and acknowledging
that they are depressed. Whether that’s just a matter of admitting a
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weakness or whether they are just afraid of whatever that may mean for
them, what else is coming.” (Participant #14, Personal Interview, February
2013).
• “The wives have never driven because their husbands always did it for
them, the wife has never filled out a check in the checkbook because that’s
the husbands job and so there is very much role delineations between the
genders with that generation. So they are more likely to share some of
those loses, but I doubt that they would identify that as depression, but I
' think that is depression.” (Participant #16, Personal Interview, February
2013).

^Researcher’s Thoughts: These examples show that medical staff has a difficult time
asking culturally sensitive questions related to depression and recognizing depression
among certain ethnicities.
Complications with recognizing depression
(A) Nurses:
1. Generational Gap (Taboo):
• “It was only in the last couple of generations that people have been allowed to
verbalize that before everybody had to be stoic and there would be shame
associated with admitting that you were anything but bubbly and everything
was fine.” (Participant #3, Personal Interview, February 2013).
• “The younger generation is more okay with it and is not as afraid of hiding it.”
(Participant #4, Personal Interview, February 2013).
• “I find that older people will just come out and tell you where the younger
people kind of; there’s still a stigma on depression and taking medication for it
in the younger population.” (Participant #7, Personal Interview, February
2013).
• “I think there is more obvious signs with younger patients; there’s more drug
abuse; you can see it more in their behavior. They are kind of more
transparent than the elderly.” (Participant #13, Personal Interview, February
2013).
• “The young population it is just more apparent: they’re eves are always down,
they don’t really want to talk, they are outright about it, and they usually have
a drug dependence problem.” (Participant #13, Personal Interview, February
2013).
• “I think the younger people with their issues are more open to talking about it,
while I think the elderly people tend to conceal it more, not intentionally, just
because of their age, they’re not accustomed to verbalizing things and I think a
lot of it mainly has to do with their upbringing. It was more of a taboo to
mention that you may need help. Things weren’t discussed like they are
today.” (Participant #14, Personal Interview, February 2013).
• “Older people won’t go to a counselor, psychologist, or any kind of counselor
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because they feel mental illness is a disgrace. I don’t think that the younger
adults think that way so much because a lot of people go to counseling without
having to see a physiatrist, so yeah there is a difference. People like my
parents’ generation; they learned to deal with things. I don’t think that the
younger adults think that way so much because a lot of people go to
counseling without having to see a physiatrist, so yeah there is a difference.
People like my parents’ generation, they learned to deal with things. If you
look at people in their 80’s, there’s less divorce; they worked though their
problems. Whereas people now a-days; well if this doesn’t work out, they will
find someone else. And I think that’s sort of their attitude. So yeah there is a
big generational gap about what is and is not acceptable to divulge. Older
people are less likely to talk about their depression with somebody that they
don’t know.” (Participant #15, Personal Interview, February 2013).
“There is a big generational gap about what is and is not acceptable to divulge.
Older people are less likely to talk about their depression with somebody that
they don’t know.” (Participant #15, Personal Interview, February 2013).
“I think it is difficult no matter what age. Like you said taking the time to see
what’s going on. You may have a young person who is withdrawn just
because they don’t want to be here in the hospital, but it doesn’t mean that
they are depressed. So you have to really ask the right questions and be able to
spend the time to recognize depression.” (Participant #17, Personal Interview,
February 2013).
“I don’t know. For younger patients when it is about depression, it is already
an illness, it is already far on the road. For older patients I don’t see too much
chronic depression, it’s just temporary or situational and when you meet their
needs they kind of get out of it. Unless it’s No code and it is a physical
situation where there is no hope and you cannot cheer up the person, you just
acknowledge that the situation is going down. Even so, family is very
important to kind of acknowledge the situation and we provide quality and
comfort to the situation, but this is for the patients that are DNR and are going
to comfort measures. Otherwise, old people, if you have their needs met and if
you have the family support they get out much easier from the depression than
younger people. For younger people, you can see it’s chronic already and you
can see that from the medication they have already. You see the people and
you assume and assess seeing the medication that they have. Many of them
have anti-anxiety, and anxiety is very related with depression. And many of
them have medication.” (Participant #18, Personal Interview, February 2013).
“Older people they want to leave, this is very interesting. They live their life
and if they have some physical problems and they are solved they are ok
because they have got through a lot of things in their life and now they don’t
expect too much. I think that for older people, depression is related with a
physical condition and when the physical needs are met, they are okay. The
younger, when they come here with chronic depression, it’s just aggravated by
the symptoms but it’s not solved. It’s much more complex. Usually it’s a
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family situation. See for the old people they don’t have a family situation
anymore, it’s just living day by day. They don’t have the burden from the
family anymore, they take care only for the basics.” (Participant #18, Personal
Interview, February 2013).
• “I can say they manifest themselves in different ways but I don’t know if
saying easier is the right way.” (Participant #19, Personal Interview, February
2013).
2. Physical Complications:
• “Because a lot of time the elderly can have dementia Alzheimer’s, so they can
be kind of irritable and so people may interpret that as depression or
withdrawing.” (Participant #12, Personal Interview, February 2013).
• “I think with elderly patients you have a little bit better idea of whether they
are depressed just because from their answers and their looks. Kind of like
how much they want to talk, other than the questions that I ask. The ones that
are very talkative I don’t think are depressed; the ones who kind of just
withdraw are. You know it’s something you land of gain as you work with
patients; you have that kind of instinct that you will get and you will just
know. Sometimes it’s the diseases process that helps us recognize it.”
(Participant #15, Personal Interview, February 2013).
• “That’s why it goes missed for so often because some of those symptoms are
part of the natural aging process and it’s hard to delineate which is which.”
(Participant #5, Personal Interview, February 2013).
• “Yes, yes I do. It really is hard to tell because I have seen them come in and
their weak, their pain, and out diagnosis is generalized weakness and to me
that should be a red flag. If it’s generalized weakness and it’s not something
that can be pinpointed causing the weakness and the pain, I think the doctors
need to look more at is this patient depressed.” (Participant #7, Personal
Interview, February 2013).
• “I don’t think depression is diagnosed as often as it should be. I think that
personally, I feel that it may be diagnosed, but I think that maybe it’s not
being treated correctly because you go to your doctor and you tell him how
you’re feeling, “I just feel anxious all the time, I feel like something bad is
going to happen” and those are signs of depression. You feel like doom is
lingering right over the horizon and you talk to your doctor about it and he
says “well, you’re probably clinically depressed, I will put you on some
medication.” That’s fine, that’s the first step, but doctors don’t take it a step
further and dive into why are you depressed and what can we do to correct
that part. It’s just give them a pill and then you go back maybe six months and
it’s not working and you try another pill. That’s what I am saying, I don’t
think depression is being treated correctly; they’re just giving pills. Where if I
were a doctor and my patient came to me, yes I would probably prescribed
something and I don’t pretend to be a doctor at all, but this is just my personal
opinion.” (Participant #7, Personal Interview, February 2013).
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“I don’t think there is enough follow up happening. Especially with your
elderly patients because medications have so many side effects that it’s not
good for the elderly. These medications can cause anorexia, dehydration. So
we give them the medication and next thing we know we’ve caused something
else and now they have another reason to be depressed.” (Participant #7,
Personal Interview, February 2013).
• “Sometimes its drugs, you’d be surprised how old they are and using drugs.
The oldest I have seen is probably 80, so they have alienated people and they
become depressed. And they could become depressed because of the drugs
and alcohol. Substance abuse becomes a big part of it for years and years.”
(Participant #8, Personal Interview, February 2013).
• “Oh yeah, for sure. You just hit the nail on the head there. Because they have
a lot of mental health issues going on as well like Alzheimer’s. They can just
be really short with you and angry; and that can be masked ask depression.
Especially when they have a lot of pain problems, a lot of back pain, joint
pain, achiness’; they don’t have a good appetite, you may interpret that as
being depressed or you can look at like they are not depressed; they actually
have physical issues. There is a big gap between the elderly and the younger
population. You can definitely mistake the symptoms.” (Participant #3,
Personal Interview, February 2013).
• “A lot of times when they are not really wanting to eat or move around; they
are real quiet; I mean that definitely is a sign for sure. I agree with generalized
weakness being an indicator of depression.” (Participant #3, Personal
Interview, February 2013).
• “A lot of them will complain of pain, but that’s really hard to distinguish
whether that’s depression or the pain is really pain. Because once you get over
40, you have pain everyday of some kind. So it’s a little harder to distinguish
pain as a depressive. It’s hard because the elderly aren’t always able to
distinguish it also. A lot of them will report pain because they basically are in
pain; they are depressed, they are looking back at their lives and aren’t happy
with what happened or they have some regrets and they know that they can’t
change those things. So yeah it does turn to physical pain, but it’s very hard to
distinguish whether it is or not.” (Participant #15, Personal Interview,
February 2013).
• “Yes, are the physical problems causing depression. You know “I ache and I
hurt and it’s hard to get around.” Is that causing the depression? It’s hard to
say what causes what; the depression or the pain.” (Participant #17, Personal
Interview, February 2013).
3. Stigma/Personal Perspective:
• “I think that might have to do with perspective as well, as far as my
perspective towards them. Sometimes you kind of assume that being elderly
they may be depressed and then sometimes you assume why are you
depressed, you still can change things. It’s kind of like maybe my perception
•

112

•

of things may get in the way of whether someone is depressed or not but
whether it’s easier to tell, I don’t know that’s a good question.” (Participant
#19, Personal Interview, February 2013).
“I think that’s why so many older individuals don’t receive the support they
need because you kind of think well “ohh they’re just older”. They’re just if
and that’s how they feel and its fine.” (Participant #5, Personal Interview,
February 2013).

(B) Social Workers:
1. Generational Gap (Taboo):
• “I think now a day’s mental health is much more accepted; umm it’s much
more talked about that it’s not as stigmatized as it may have been many years
ago where if you where depressed it meant that your were crazy and off your
rocker or you were a bad person or you were doing something wrong. Now a
day’s there’s much more support; it’s more accepted. I think older individuals
may be more hesitant to discuss it.” (Participant #5, Personal Interview,
February 2013).
• “Whereas for somebody who’s younger some of those things or attitudes or
activities are more noticeable in somebody who’s younger. Because all of a
sudden you have an 18 year old who is spending all their time alone or all
their time in their room and they don’t have any real social outlet, that may be
a red flag, whereas an older person you have to take into consideration is it
their age or is it depression.” (Participant #5, Personal Interview, February
2013).
• “I think younger people are more apt to being more obvious about suicide
ideation or intent than older people. And I am sure older people would
consider those things; but they do express the desire to die. A lot of older
people and I don’t know if that is going to continue into the future but older
people are reasonably religiously oriented because they don’t feel that they are
going to be here very much longer so in case there is a God out there with a
heaven and a hell, I don’t want to be the one who defines that and ends up
losing at the end. So a lot of them might express the desire to die or even pray
for death and tell you that.” (Participant #6, Personal Interview, February
2013).
• “No, I really feel the symptomology is pretty similar. The young ones may try
to hide it. They can mask it better.” (Participant #8, Personal Interview,
February 2013).
• “I would say it’s easier to recognize it among younger patients just because
people are more aware of it and more likely to identify that there’s a problem.
I think there’s more resources out there too for younger people than for the
elderly.” (Participant #9, Personal Interview, February 2013).
• “It is more difficult to recognize depression in younger people than older
because of hormone fluctuations. With the elderly, you can see depression
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more clearly because of the rapid decline.” (Participant #10, Personal
Interview, February 2013).
• “I think it can be misdiagnosed more often for an elderly person or more
minimized because I think their biases that they worry about are very real.”
(Participant #14, Personal Interview, February 2013).
• “It would be easier for me to talk to someone younger about that, in the sense
that it’s not imminent or closer to death.” (Participant #14, Personal Interview,
February 2013).
• “Well based on what I just said, those older populations, they do not share.
Generally they are more stoic and more self-sufficient than some of the
younger ones. So probably. It’s probably harder to identify it in the elderly.”
(Participant #16, Personal Interview, February 2013).
• “We are in a unique setting here at the hospital were you see people pretty
much at their worst: they are sick and their defenses are down a bit. Is it
situational depression where we see here versus a chronic problem with
depression, so part of that would be their reason for admission and we see
more of the younger population as a result of actions precipitated by their
depression. Popping pills, overdosing, other suicidal behavior, not caring for
themselves encompass all populations, but when you explore the reasons is it
because they have given up or is it based on economics, “I can’t afford my
meds, I have no transportation, I can’t follow through.” But I think it’s easier
to recognize in the younger populations.” (Participant #16, Personal Interview,
February 2013).
• “And we are talking generational and the elderly and depression, you didn’t
talk about your hard times really for most of this generation that’s elderly at
this point. The generation following that and the younger generations beyond
that; those elderly people are going to be crying messes who are not going to
be independent, problem solvers, they are going to need a lot of help.”
(Participant #16, Personal Interview, February 2013).
• “I truly believe that this generation that came from the depression era, they
were independent problem solvers, they had a good handle of how to live
independently and meet their needs on their own.” (Participant #16, Personal
Interview, February 2013).
• “It’s harder to recognize depression in elderly people because a lot of times
what you see the younger population for at least in my experience or in my
settings, has not always been a medical issue overlying it. Like they may come
in for depression or suicide ideation.” (Participant #12, Personal Interview,
February 2013).
2. Physical Complications:
• “They may just manifest it differently; what causes the depression is quite
different because older people are facing different challenges.” (Participant
#19, Personal Interview, February 2013).
• “I do because there are so many physical things that go along with it so it can
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kind of overlap more than the younger population.” (Participant #2, Personal
Interview, February 2013).
“A lot of older people who are sick or even terminal or in considerable pain
that isn’t relieved by medication ask a doctor to give them perhaps a little too
much morphine so that they don’t wake up and some doctors are happy to
oblige; especially if they are already terminal.” (Participant #6, Personal
Interview, February 2013).
“It is generally difficult to identity because everyone is sick. It is appropriate
to be sick in the hospital so identifying depression based on physical
symptoms isn’t accurate enough. There is situational/circumstantial depression
that is appropriate within the hospital setting because they are sick.”
(Participant #10, Personal Interview, February 2013).
“There are 3 D’s (Dementia, Delirium, and depression), those are the three we
talk about and so obviously is can be misdiagnosed or someone can say “ohh,
she’s just reacting to her medication”. Or the flip side, that person is really
depressed and we find out the medication is the cause and you change their
meds and they are better.” (Participant #14, Personal Interview, February
2013).
“You really have to dig deeper because there can be physical symptoms kind
of causing those manifestations too and just kind of digging deeper and talking
to them about what they think is causing those kinds of symptoms.”
(Participant #1, Personal Interview, February 2013).
“You may have an elderly person coming in;, they can have a dementia or
they can have osteoarthritis, or they can have a medical condition that can
coincide, and so it sometimes is harder to determine if their symptoms are
coming from their medical condition or their symptoms are coming from
depression.” (Participant #2, Personal Interview, February 2013).
“The way you determine depression among the elderly or among anybody else
is not by how much physical complaints they have it mainly body languages,
demeanor of one kind or another, what they say or don’t say. Basically it’s
their behavior rather anything you can observe physically that makes you get
the impression that they are depressed.” (Participant #6, Personal Interview,
February 2013).
“The awareness that they have developed some sort of physical condition that
is either terminal or going to make their lives miserable. That can cause
depression as well. There are a lot of variables that causes depression.”
(Participant #6, Personal Interview, February 2013).
“I truly think the depression is manifesting the physical elements. So
individuals that I have seen have chronic pain, but there is no real connection
to their medical tests, than that’s something we really need to talk about, is
there depression?” (Participant #9, Personal Interview, February 2013).
“Yes, I would yeah, but what makes it more difficult to recognize depression
among the elderly is some of those common symptoms of depression are.
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overlook with elderly. It’s just kind of like well you’re getting old and of
course you are going to be depressed. And so you are going to have aches and
pains and that’s normal and really not looking at some interventions to help
them cope with that.” (Participant #9, Personal Interview, February 2013).
• “It is generally difficult to identity because everyone is sick. It is appropriate
to be sick in the hospital so identifying depression based on physical
symptoms isn’t accurate enough. There is situational/circumstantial depression
that is appropriate within the hospital setting because they are sick.”
(Participant #9, Personal Interview, February 2013).
• “I don’t think so. I think depression is pretty noticeable among the elderly. I
can tell within a few minutes whether something’s going on or not. I just have
a sense for recognizing when elderly give up hope.” (Participant #10, Personal
Interview, February 2013).
• “My questions tend to be for example in the ICU, I will get a list of their
comorbilities; the other problems that they may have and frequently I will see
anxiety and depression. So I want to know what meds they are on normally. It
can come in with their drinking habits, people will tell me that they have night
caps to relax. If we have repeat customers and we can’t really find something
(generalized weakness, chronic pain syndrome); but chronic pain I would
expect and hope they were being treated for depression. But if someone comes
in repeatedly and you can’t find a cause I would be looking really hard for
depression. I do ask if they have ever been depressed and how they have
managed that before; have they known anyone who’s depressed, do they know
what they would do if they thought they would. If the person is overwhelmed
with how their family is coping. It’s true, in the hospital setting we are focused
on what the medical problem is and if those are ruled out then I am starting to
really look; however if I know there a history I want those issues being taken
care of. Anxiety is almost always correlated with depression. Depression is
not just the type of person who goes to bed and pulls the head over their
sheets, there is also people with depression who get very agitated and anxious
and can’t sleep and can’t let down and that’s still depression. If I start seeing a
person is really anxious, they are probably depressed. Sometimes you want to
know if they know what the medications do for them. “What reasons was that
given to you? For pain. Do you find that helps you as far as your emotional
level? How are you if you don’t take the medication besides from pain?”
(Participant #11, Personal Interview, February 2013).
• “We are in a unique setting here at the hospital were you see people pretty
much at their worst; they are sick and their defenses are down a bit. Is it
situational depression where we see here versus a chronic problem with
depression, so part of that would be their reason for admission and we see
more of the younger population as a result of actions precipitated by their
depression.” (Participant #16, Personal Interview, February 2013).
3. Stigma:
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“I think it is more difficult. I think in the elderly they are sometimes maybe
just because they’re older that sort of like Grabby old man, or they are a little
bit quieter, or they’re more solitary maybe just due to age alone or they don’t
get out of the house as much because they are older and they’re tired and sort
of content to be home on their own.” (Participant #5, Personal Interview,
February 2013),
“Again with the elderly it’s just assumed, that that don’t like doing things they
use to like doing because they are old, and it’s not that they are getting old;
it’s because they are depressed.” (Participant #9, Personal Interview, February
2013).
“Yes, I would yeah, but what makes it more difficult to recognize depression
among the elderly is some of those common symptoms of depression are
overlook with elderly. It’s just kind of like well you’re getting old and of
course you are going to be depressed. And so you are going to have aches and
pains and that’s normal and really not looking at some interventions to help
them cope with that.” (Participant #9, Personal Interview, February 2013).

^Researcher’s Thoughts: This category suggests that older generations are not open to
expressing their depression or asking for help. Somatic symptoms also make it
difficult to determine if a patient’s physical symptoms are caused by regular illness or
depression. Last, common stereotypes that somatic symptoms and depression are
natural parts of growing older create barriers to recognizing depression among elders.

Chronic Versus Situational Depression
(A) Nurses:
• “True depression is feeling, you know, sad and what not and not having a
reason for it. If I could ask you why are you depressed and you tell me ohh I
lost my job: I you know, broke up with my boyfriend, blah blah blah; that’s
situational depression, which is normal. But true depression that needs
medication are people that feel hopeless and whatnot and they don’t have an
answer for why they feel that way, they just do.” (Participant #4, Personal
Interview, February 2013).
• “Once they start having all of those losses they have had in their life; that can
be the breaking point to depression.” (Participant #6, Personal Interview,
February 2013).
• “Umm, usually I try to cheer them up and motivate them, but there’s not much
I can do when its true depression. It’s like a 12 hour shift where we can fix it.”
(Participant #12, Personal Interview, February 2013).
• “Situational depression is more of an acute disease whereas chronic
depression stems from chronic depression; they are completely different. It’s
much more severe. Especially in the younger population and they experience a
chronic illness; you see depression a lot. Along with substance abuse.”
(Participant #12, Personal Interview, February 2013).
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“I don’t know. For younger patients when it is about depression, it is already
an illness, it is already far on the road. For older patients I don’t see too much
chronic depression, it’s just temporary or situational and when you meet their
needs they kind of get out of it. Unless it’s No code and it is a physical
situation where there is no hope and you cannot cheer up the person, you just
acknowledge that the situation is going down. Even so, family is very
important to kind of acknowledge the situation and we provide quality and
comfort to the situation, but this is for the patients that are DNR and are going
to comfort measures. Otherwise, old people, if you have their needs met and if
you have the family support they get out much easier from the depression than
younger people. For younger people, you can see it’s chronic already and you
can see that from the medication they have already. You see the people and
you assume and assess seeing the medication that they have. Many of them
have anti-anxiety, and anxiety is very related with depression. And many of
them have medication.” (Participant #18, Personal Interview, February 2013).
“Older people they want to leave, this is very interesting. They live their life
and if they have some physical problems and they are solved they are ok
because they have got through a lot of things in their life and now they don’t
expect too much. I think that for older people, depression is related with a
physical condition and when the physical needs are met, they are okay. The
younger, when they come here with chronic depression, it’s just aggravated by
the symptoms but it’s not solved. It’s much more complex. Usually it’s a
family situation. See for the old people they don’t have a family situation
anymore, it’s just living day by day. They don’t have the burden from the
family anymore, they take care only for the basics.” (Participant #18, Personal
Interview, February 2013).

(B) Social Workers:
• “It’s good to know if whether something has recently happened in their life
that has contributed to the depression such as loss of a spouse, a loss of a pet,
loss of a child, loss of a good friend, anything like that. Or the awareness that
they have developed some sort of physical condition that is either terminal or
going to make their lives miserable. That can cause depression as well. There
are a lot of variable that causes depression.” (Participant #6, Personal
Interview, February 2013).
• “Loss of mobility and control over their life causes depression and suicide
ideation.” (Participant #9, Personal Interview, February 2013).
• “We use to call it reactive and endogenous. Reactive meaning there is a
specific stressor or trigger that happened. And that’s true, a certain amount of
depressive symptoms or sadness, you would expect. Loss of a spouse, loss of
dependence, a new diagnosis, loss of a child, again that remains something
that are not expected to happen. Sometimes you will find someone that this
has been going on for a long time. It can be written off as a character thing,
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“ohh she’s always like that; she’s always negative.” You can really miss
something that’s building up. You do have to be careful about what else is
going on.” (Participant #14, Personal Interview, February 2013).

^Researcher’s thoughts: It is important to determine if an elder patient is experiencing
acute or chronic depression in order to choose the best form of treatment.
Barriers/Limitations
(A) Nurses:
• “Yes, yes I do. It really is hard to tell because I have seen them come in and
their weak, their pain, and out diagnosis is generalized weakness and to me
that should be a red flag. If it’s generalized weakness and it’s not something
that can be pinpointed causing the weakness and the pain, I think the doctors
need to look more at is this patient depressed. And we have actually had
patients here who come in that live alone and they never get visitors. They
come in and they do very well in the hospital setting because they have people
to talk to and I have seen that when then doctor starts talking about going
home, all of a sudden they have a new symptom because they don’t really
want to go home because it’s lonely at home and to me that’s depression; I
mean come on.” (Participant #7, Personal Interview, February 2013).
• “I don’t think depression is diagnosed as often as it should be. I think that
personally, I feel that it may be diagnosed, but I think that maybe it’s not
being treated correctly because you go to your doctor and you tell him how
you’re feeling, “I just feel anxious all the time, I feel like something bad is
going to happen” and those are signs of depression. You feel like doom is
lingering right over the horizon and you talk to your doctor about it and he
says “well, you’re probably clinically depressed, I will put you on some
medication.” That’s fine, that’s the first step, but doctors don’t take it a step
further and dive into why are you depressed and what can we do to correct
that part. It’s just give them a pill and then you go back maybe six months and
it’s not working and you try another pill. That’s what I am saying, I don’t
think depression is being treated correctly; they’re just giving pills. Where if I
were a doctor and my patient came to me, yes I would probably prescribed
something and I don’t pretend to be a doctor at all, but this is just my personal
opinion. But then, I would sit and talk with them for at least 15 minutes and
say “ok, so what’s going on at home? Is there something particular that is
making you feel this way? And it might be something that is solvable that
would alleviate those feelings instead of just giving them a pill and sending
them home and if they find it is something very involved, than he can refer
them to someone in the mental health field that they can speak with to help
them through these mental problems. I just don’t see that happening. I don’t
think there is enough follow up happening. Especially with your elderly
patients because medications have so many side effects that it’s not good for
the elderly. These medications can cause anorexia, dehydration. So we give
them the medication and next thing we know we’ve caused something else.
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and now they have another reason to be depressed.” (Participant #17. Personal
Interview, February 2013).
“Counseling doesn’t work well. Medication doesn’t break down as well either
cause nothing works quite as well. I have all kinds of ideas that I think would
work but it’s not a reality. The reality is you have to work with what you’ve
got.” (Participant #15, Personal Interview, February 2013).
“It doesn’t give us a lot of time to dig into deeper issues versus other floors
where a patient is going to be staying for several days and they have a lot of
comorbilities.” (Participant #13. Personal Interview, February 2013).
“Older people won’t go to a counselor, psychologist, or any kind of counselor
because they feel mental illness is a disgrace.” (Participant #15, Personal
Interview, February 2013).
“If you are iust doing a quick assessment it’s kind of hard to dive into that and
nurses don’t have a lot of time to spare.” (Participant #17. Personal Interview,
February 2013).
“It’s kind of hard to gain rapport and trust with the patients with your 12 hour
shift. It takes a lot longer than that, so sometimes they will open up and
sometimes they won’t. That’s what I noticed in the hospital setting. I mean it
may be different in the SNIF, because they see them day in and day out, so it
is a little different than in here.” (Participant #18, Personal Interview,
February 2013).

(B) Social Workers:
“Sometimes its drugs, you’d be surprised how old they are and using drugs.
The oldest I have seen is probably 80, so they have alienated people and they
become depressed. And they could become depressed because of the drugs
and alcohol. Substance abuse becomes a big part of it for years and years.”
(Participant #8, Personal Interview, February 2013).
“A lot of times they are put on medication and it’s not even working, so a
change needs to be made. And when they do get put on medication, sometime
it causes other side effects. And you have to pav attention to that too. Is there
some reaction to the medications or even some of the negative side effects can
be even more depressing for some of these patients. So are things that you
definitely have to pav attention to.” (Participant #9. Personal Interview,
February 2013).
“I truly think the depression is manifesting the physical elements. So
individuals that I have seen have chronic pain, but there is no real connection
to their medical tests, than that’s something we really need to talk about, is
there depression?” (Participant #9. Personal Interview. February 2013).
“You do have to be careful about what else is going on; prescriptions such as
Ativan/valium cause symptoms similar to depression. What we may write off
as depression is an effect of drug medications prescribe to the elderly.”
(Participant #14, Personal Interview, February 2013).

120

^Researcher’s Thoughts: This category suggests that medication, counseling and
substance abuse prevent recognition and treatment possible for elder patients.

Intervention
(A) Nurses:
• “But then, I would sit and talk with them for at least 15 minutes and say “ok,
so what’s going on at home? Is there something particular that is making you
feel this way? And it might be something that is solvable that would alleviate
those feelings instead of just giving them a pill and sending them home and if
they find it is something very involved, than he can refer them to someone in
the mental health field that they can speak with to help them through these
mental problems. I just don’t see that happening. I don’t think there is enough
follow up happening.” (Participant #7, Personal Interview, February 2013).
• “Counseling doesn’t work well. Medication doesn’t break down as well either
cause nothing works quite as well. I have all kinds of ideas that I think would
work, but it’s not a reality. The reality is you have to work with what you’ve
got. It would be nice to be able to send somebody home with a patient; I think
some of the nurses should go home with the patients for two or three days.
There should be some kind of home health; where someone is staying there
and making sure they are getting back to their regular activities and making
sure they are feeling better and then maybe drop it off, but that’s a reality that
will never happen. You have to kind of deal with what the patients got.
Hopefully they have family that will help; that the family recognizes they have
depression and are able to make sure that they do get back to their regular
activities and normal self.” (Participant #15, Personal Interview, February
2013).
• “Need to be looking at side effects medications cause for elderly.” (Participant
#15, Personal Interview, February 2013).
• “At least I myself is open and that helps a lot for the old people to open up, to
see that there is hope. I just want to get them more detail about what’s going
on and information is powerful when they see that I know what I am doing
and I know about them and I can talk for them with the doctors or somebody
else they gain more trust in me and they are more open. Another thing is
touching and messaging a little bit, people in old age, they respond very well
to touch. Also, if I have time to let them speak when they want to say it; they
are happy many of them when they get to share, but often times we are limited
with our time.” (Participant #15, Personal Interview, February 2013).
(B) Social Workers:
• “Asking is there different ways that have been helpful to them; what are things
that do bring them joy and kind of encourage them to maybe participate in
those things. I would have to say that the biggest thing with elderly though is
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that loss of function that changed. Where they once could get up and were
really active and now they are not. And that’s really difficult too and helping
them to identify new ways; maybe they’re not able to hike and do things that
they once were, but there is other things; you know maybe things that they
always wanted to do, but never had the time to do and now they are home a
little bit more. Family and religion are also important; what is their support
system. You know, who is available to help them out. Religion too, very very
important, if they have any kind of spiritual connect. Working with hospice,
it’s amazing to see a person who has no faith and a person who has faith and
how they cope. A person that has no faith really has a difficult time.”
(Participant #9, Personal Interview, February 2013).
“Medication needs to be used very cautiously. I think you really need
someone who knows about geriatrics as well as psychopharmacology because
they do respond and that’s why we talk about the 3 D’s because related to
medication, that’s delirium and it’s very treatable. Medications to treat
stomach problems like Tagamet, also affected some of the same receptors in
the brain as anti-depressants. So it would block their update, so they were
getting depressed or delusional, but it was because of medication. High
anxiety is also a common result from medications and is commonly
experienced with depression.” (Participant #14, Personal Interview, February
2013).
“The generation following that and the younger generations beyond that; those
elderly people are going to be crying messes who are not going to be
independent, problem solvers, they are going to need a lot of help. I know how
needed they are right now in the stage of their life and I just think ohh my
word. Right now the elderly we have are so independent that the next group of
elderly are going to be in a world of hurt because resources are so short.
Maybe they are short because this population or generation didn’t ask for help
and so we never really pushed for service and programs for them because they
didn’t ask for it and the following generations are going to ask for it. I think it
will increase resources. I don’t know that the resources will increase, but I do
believe people will be asking for more. But who’s going to fund it. I truly
believe that this generation that came from the depression era, they were
independent problem solvers, they had a good handle of how to live
independently and meet their needs on their own; again this next generation
doesn’t know how to get milk if it’s not in a bottle or a gallon jug. They will
need help.” (Participant #16, Personal Interview, February 2013).

^Researcher’s Thoughts: This category suggests that medication has negative side .
effects for elder patients and elders prefer not to go to counseling. Family and religion
appear to be helpful intervention tools for the elderly.
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